New Orleans Medical 


and 


Surgical Journal 





FEBRUARY, 


1946 No. 8 





CARCINOMA OF THE CERVIX 


AN ATTEMPTED FOLLOW-UP STUDY OF 500 
CASES. Il. THE RESPONSIBILITY OF 
THE MEDICAL PROFESSION FOR 
THE END-RESULTS* 


PETER GRAFFAGNINO, M. D.*+ 
and 
ELIZABETH M. McFETRIDGE, M. A. 
NEW ORLEANS 
A previous communication in this series’ 
presented in some detail the statistical data 
in 500 cases of carcinoma of the cervix 
treated at Charity Hospital of Louisiana at 
New Orleans over the approximately five 
and one-half year period ending July 1, 
1937. 


briefly summarized as follows: 


The most important data may be 
One hun- 
dred eighty-three of the 500 women were 
white and 317 were negro. The age range 
was from 20 to 78 years. Approximately 
two-thirds of the patients were between 35 
and 55 years of age at the onset of symp- 
toms, but 18 per cent were under 35 years 
Forty-three patients had no treat- 
ment at all. 


of age. 
Ideal treatment, according to 
modern criteria, was carried out in only 28 
patients, and even by considerably lower 
arbitrary criteria only 194 patients had 
treatment that could be considered in any 
way adequate. Eleven patients were 


*These studies were financed by a grant from 
the Helis Research Institute, Hotel Dieu, New 
Orleans. 

+From the Department of Gynecology of the 
School of Medicine of Louisiana State University 
and Charity Hospital of Louisiana at New Orleans. 


treated surgically, only one of whom was 
submitted to the Wertheim operation. 


Of 397 patients on whom a follow-up 
could be secured (after most intensive ef- 
forts) 358 are known to have died, two of 
whom survived for five and seven years, re- 
spectively, without recurrence and event- 
ually died of non-cancer-connected causes, 
and 39 are known to be alive for periods 
varying from seven to 12 years after treat- 
ment. Included in the series are 29 in- 
stances of carcinoma of the cervical stump; 
four of this group, all negroes, are included 
among the survivors. 


THERAPEUTIC CONSIDERATIONS 


It was pointed out in the preceding paper 


of this series' that in the evaluation of 
these sorry results the fact must be borne 
in mind that during the period covered by 
this study the amount of radium owned by 
the hospital and the facilities for high- 
voltage therapy were totally inadequate for 
the patient load, so inadequate, in fact, that 
patients with far advanced disease, during 
part of the period investigated, could not be 
treated even palliatively. It should be 
added that since April, 1938, the situation 
in respect to both radium and facilities for 
deep-voltage therapy has been greatly im- 
proved, and while the patient load is still 
very heavy, adequate modern treatment is 
now the rule in any case in which it is in- 
dicated. 


Certain criticisms and comments concern- 
ing the use of the facilities which were 
available during the period covered by this 
study seem justified. In the first place, the 
lack of facilities for deep-voltage therapy 
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was particularly unfortunate at the New 
Orleans Charity Hospital because of the 
high incidence of pelvic infection at that 
institution. When carcinoma of the cervix 
is associated with pelvic infection, radium 
is either absolutely contraindicated or is 
contraindicated until the infection is clear- 
ed up; and the whole reliance must be upon 
deep-voltage therapy. 

Associated pelvic infection is so frequent- 
ly present in negro women with carcinoma 
of the cervix that it must always be ex- 
cluded, regardless of the apparent innocence 
of the history, before radium is applied. 
The same precaution is wise in white 
women, though pelvic infection is less fre- 
quent in that race. In a number of instances 
in this series the risk seems to have been 
overlooked. Four patients, as already noted, 
died of peritonitis following the application 
of radium, and a review of the histories 
suggests that in at least three of these cases 
the presence of pelvic infection should have 
been suspected from the previous history. 

In 23 other cases the radium had to be 
removed before the planned exposure was 
completed, because of temperature eleva- 
tions to 102° F. and higher, in some in- 
stances within three or four hours after 
it was applied. Goldscheider? has pointed 
out that such elevations are of great prog- 
nostic significance. In her own series, re- 
gardless of whether the radium was remov- 
ed because of the temperature elevation or 
the exposure was continued as planned, the 
five-year salvage was considerably less than 
in the cases in which such elevations had 
not occurred. The figures in the Charity 
Hospital series are too small to permit dog- 
matic statements, but it is perhaps of nega- 
tive significance that a temperature eleva- 
tion necessitating the removal of radium 
occurred in only one of the survivors treat- 
ed by this method. 

Again, it must be admitted that the facili- 
ties which did exist at Charity Hospital 
during the period of this study were not 
always used to the best advantage. At that 
time the decision as to the amount of radium 
to be applied in each case and as to whether 
or not it shud be preceded or followed by 


deep-voltage therapy was the responsibility 
not of a single department of radiotherapy, 
as at present, but of the individual gyneec- 
ologists on the hospital staff. Their prac- 
tice was widely different, and in a number 
of instances it does not seem to have been 
in accord with current standards of therapy. 
Criticism along this line, however, must be 
guarded, for however well thought out the 
plan of therapy might be, it frequently 
could not be followed to its conclusion be- 
cause of the limited therapeutic facilities. 

Finally, in addition to the fact that so 
large a proportion of patients did not re- 
ceive adequate irradiation, many of them, 
for reasons to be discussed later, did not 
receive it over concentrated periods of 
time. It seems doubtful, tov, in view of the 
extent of the lesions in many cases, that 
the delivery of the irradiation was always 
as planned. Lynch* has called attention to 
the difficulty of keeping radium in place 
in lesions which are irregular and are char- 
acterized by deep sloughs, as many in this 
series were, and has suggested that it is 
often edifying to check by roentgenologic 
methods how far the element has migrated 
from the location in which the gynecologist 
thought he had placed it. 

Prophylactic irradiation was used in a 
number of instances in this series, though 
in view of the small original dosages in 
many instances it is perhaps charitable to 
dignify it by that term. Garcia and Schlos- 
ser! who have given up irradiation for pro- 
phylactic purposes, have pointed out if 
the initial treatment is adequate, additional 
irradiation may be injurious because the 
tolerance of the body structures is exhaust- 
ed. Their practice, however, is predicated 
upon adequate initial irradiation, which 
most of these patients, by modern stand- 
ards, did not receive. 

Undoubtedly some of the rectovaginal 
and vesicovaginal fistulas in this series can 
be traced to imprudent repetition of irradi- 
ation in poorly selected cases, and there 
seems no doubt that a fracture of the femur 
in one of the survivors was due to unwise 
and unnecessary continuation of treatment. 
Scheffey,’ however, believes that salvage is 
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definitely increased by prophylactic irradi- 
ation, which he used in almost half of the 
survivors in his own series. Its value in 
the Charity Hospital series, in which, it 
must be emphasized again, initial irradia- 
tion was frequently inadequate by any 
standards, can be judged not so much by 
the cases in which it was employed as by 
the numerous cases in which late recur- 
rences might perhaps have been prevented 
had it been employed. 

The small group of surgical cases in this 
series also needs comment. As already 
noted, radical hysterectomy was done in 
one case, with anything but happy results. 
Of the remaining 10 patients, two were 
treated by vaginal hysterectomy, seven by 
complete hysterectomy, and one by supra- 
vaginal hysterectomy, with conization of 
the cervix. The latter case is one of the 
four in which carcinoma was not suspected 
before operation; an extensive intracervical 
malignancy was discovered when the uterus 
was amputated at the vaginal level. Jones 
and Jones,® in a report of 36 operations 
performed at Johns Hopkins Hospital over 
a 10 year period for cancer of the cervix, 
mention the same entirely unexpected find- 
ing in several of their carefully selected 
cases. 

In one case in which complete hyster- 
ectomy was done the previous biopsy must 
have removed the entire area of malig- 
nancy, for careful serial sections of the 
excised uterus revealed no further evidence 
of the disease. Why this patient was sub- 
mitted to hysterectomy, in view of the 
biopsy report, and why five other patients 
were submitted to operation under the same 
circumstances is not clear, and the fact 
that four of the group, three of whom had 
no other treatment, are included among the 
survivors does not alter the criticism. Their 
survival must be attributed to a happy com- 
bination of circumstances, for this is defi- 
nitely not the way to treat cervical malig- 
nancy. It represents, indeed, very bad judg- 
ment, in spite of the good results. 

A more extended discussion of therapy 
would be of little value in this connection. 
The facilities available were inadequate, 


and were perhaps not always wisely used, 
but, granting adequacy, as Meigs‘ has 
pointed out, the methods employed in any 
institution depend upon the amount of 
radium owned and the strengths in which 
it is prepared; that these variations are 
not of great consequence, however, is proved 
by the generally equal proportion of cures 
obtained by all adequate methods. Further- 
more, regardless of the facilities available 
during the period covered by this study, 
and regardless of how they were used, most 
of the patients in this series, paradoxical 
as it may seem, died for other and far more 
basic reasons than that they did not have 
the proper therapy. 
DIAGNOSTIC CONSIDERATIONS 

The chief reason why most of these pa- 
tients died is because of the stage of their 
disease at the time at which they first ap- 
plied to the hospital for treatment. The 


curability of carcinoma of the cervix de- 
pends upon its histologic duration, not upon 
the duration of symptoms, though it is the 
onset of symptoms which eventually brings 
the patient to the physician. The patient’s 


responsibility in this respect for her own 
survival will be discussed later. The present 
discussion concerns the responsibility of the 
profession when once the patient has pre- 
sented herself for treatment. 


It was not possible to determine how 
many patients in this series consulted phy- 
sicians sooner or later after the appearance 
of symptoms and were promptly referred 
to the hospital, with a positive or tentative 
diagnosis of carcinoma of the cervix. The 
number of cases in which this was stated 
to be the course of events was not small, 
and undoubtedly this was also the course 
of events in many cases in which the his- 
tories carried no statements to that effect. 
What happened to 27 other patients under 
these circumstances, however, is worth list- 
ing in detail: 

Two patients were told that they were 
having abortions though one of them in- 
sisted that pregnancy was out of the ques- 
tion in her case. 


One patient was delivered at term two 
months before she entered the hospital with 
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malignant disease from which she died 
within the year, but her physician gave 
her no advice, indeed told her nothing at 
all, concerning her cervix, though her 
disease must then have been fully apparent. 

One patient was told that she had a dis- 
eased cervix, but was given no advice as 
to what to do about it. 

One patient was submitted to dilatation 
and curettage, but was given no report on 
the findings and no suggestions as to treat- 
ment. 

Two patients were cauterized, one of 
them monthly for two years; a biopsy was 
taken in this case at the beginning of the 
series of cauterizations but was reported 
negative and was not repeated, though 
symptoms persisted. 

One patient was treated for lumbago for 
a year; her back pain proved to be due to 
the extension of a cervical malignancy. 

One patient was treated by colporrhaphy 
and the application of silver nitrate to the 
cervix. 

One patient was treated for indigestion. 
She did have digestive symptoms, but her 
pelvic symptoms, although she was duly 
questioned concerning her menstrual his- 
tory when she was first seen, were com- 
pletely ignored. 

Seven patients were in the menopausal 
years or later. Two were told that their 
symptoms were due to the menopause and 
had no treatment at all. Two others, aged, 
respectively 55 and 65 years, were advised 
to take douches. One patient, aged ‘55, was 
told to rest. One patient, long past the 
menopause, consulted a physician following 
an episode of bleeding, and was told that 
since bleeding had ceased, no examination 
or treatment was necessary. One patient, 
also past the menopause, was told to wait 
and see what was going to happen; fortu- 
nately, she consulted a second physician, 
who referred her to the hospital at once. 

The remaining 10 patients were treated 
by various medications, which in some in- 
stances seemed to be ergot and in others 
hormonal preparations. The unfortunate 
part of at least some of these cases was 
that the bleeding did cease temporarily, and 


additional irretrievable time was thus lost. 

These 27 diagnostic errors carry their 
own lesson. Unfortunately, they are not 
isolated instances. In H. E. Miller’s* study 
of gynecologic deaths from the New Or- 
leans Charity Hospital, he mentions repeat- 
ed instances of the same sort of mal-treat- 
ment. The only patient in his series of 
carcinoma of the cervix, in fact, for whom 
biopsy was advised by a physician outside 
the hospital immediately sought out a 
second physician, who treated her medically 
for the next two years. 

Though these were the errors of phy- 
sicians outside the hospital, the hospital 
staff itself cannot pass by on the other side. 
Some of its own errors were beyond excuse, 
or indeed beyond belief, as the following 
tabulation makes clear: 

In five cases, for reasons that are not 
clear, no diagnosis at all was made for 
periods varying from four to 13 months. 

Four patients were twice discharged 
without diagnosis or therapy, and one of 
them was not seen again for two years. 

One patient, with a grossly diseased 
cervix, was discharged without histologic 
investigation with the statement, “Nothing 
in this patient’s condition warrants treat- 
ment.’ She did not return for a year. 

Two patients, without histologic investi- 
gation, were told to take douches. 

No case in the series, however, quite 
equals the one described by H. E. Miller‘ 
in which no pelvic examination was made 
“for the paradoxical and incredible reason” 
that the patient was bleeding. 

Another group of 15 patients can be des- 
cribed only as illustrations of missed oppor- 
tunities. They were under treatment in 
various clinics or on the hospital wards. 
for periods up to six years, for syphilis, ’ 
cardiac disease and other non-gynecologic 
conditions, which they actually had and 
upon which all the attention was con- 
centrated. Over these periods their pelvic 
malignancy developed, and gave rise to 
symptoms, and in 13 instances remained 
undetected and untreated, either because 
they did not volunteer any information 
about their symptoms (inquiry as to the 
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pelvic state not being the rule on non- 
gynecologic services after the initial visit, 
if indeed it is inquired into them) or be- 
cause their statements concerning their 
symptoms were disregarded or were not 
properly evaluated. One of these patients, 
who had a large incisional hernia, lost 100 
pounds under the direction of the medical 
staff in careful preparation for hernioplas- 
ty, while she meantime developed an incur- 
able cervical malignancy which, of course, 
precluded the surgery for which she had 
been so carefully prepared. 

Two of the 15 patients reported their 
symptoms promptly and due regard was 
paid to them. Both were promptly referred 
to the gynecologic clinic. But one of them, 
for some reason, became enmeshed in the 
red tape of consultation, and six months 
elapsed before she finally received a gynec- 
ologic examination. The other patient hap- 
pened to be referred from the syphilis 
clinic. Syphilis of the cervix is exceedingly 
uncommon, but uncommon as it is, the 
gynecologist who saw her in consultation 
elected to test antisyphilitic therapy on that 
presumptive diagnosis for a period of three 
months before he performed biopsy. 

The basic fault in this group of cases 
is obviously the concentration of specialists 
on their own fields, to the exclusion of other 
fields. To what lengths such concentration 
can be carried is even more apparent in 
certain patients with proved carcinoma of 
the cervix who were admitted to other ser- 
vices for non-gynecologic disease after 
treatment on the gynecologic service. This 
period, as already noted, was before the 
unit system of admission was _ instituted 
and some of them entered under different 
names, so that, for this reason or merely 
because no questions were asked, no infor- 
mation was secured concerning their previ- 
ous admissions. As a result, the pelvic state 
was completely overlooked while non-pelvic 
conditions were treated. The most flagrant 
instance was the case of a patient submitted 
to laminectomy for intractable lower lum- 
bar pain, after an extensive investigation 
which did not include the pelvis. The pain, 
of course, was due to extension of the cer- 
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vical malignancy which had previously 
been treated with both radium and deep- 
voltage therapy. 

Atypical Carcinoma of the Cervix: Al- 
though diagnosis was made without delay 
in the majority of these cases, there was 
occasionally a notable lack of suspicion in 
the hospital as well as without. One reason 
was the youth of many of the patients. 
There is nothing new in the statement that 
carcinoma of the cervix can and does occur 
in young women, but the fact is not always 
remembered and the disease is frequently 
not suspected in this age group. particularly 
in patients under 30 years of age, which 
was the age group of 20 of the negro and 
seven of the white women in this series. 
In a number of these cases biopsy was de- 
layed, sometimes for several months. In 
one instance a negative biopsy was accepted 
as correct, in the face of clinical evidence 
to the contrary, and the resulting loss of 
time was disastrous. 

In connection with diagnosis, it might 
also be mentioned that although discharge 
and spotting are usually the first symptoms 
of carcinoma of the cervix, this is not al- 
ways true. In 51 cases in this series, if the 
histories are to be believed, pain was the 
first symptom. In a number of instances 
loss of weight over a period of time first 
raised the suspicion that something was 
wrong. Two patients gave chills and fever 
as the first symptoms. Eleven cases were 
ushered in clinically by serious hemor- 
rhages. Rectal and urinary symptoms were 
primary in a number of cases, and in two 
instances the first manifestations of disease 
were symptoms of intestinal obstruction. 
In one of the latter cases the cervical 
malignancy was first discovered at the 
laparotomy undertaken for the relief of ob- 
struction. Five patients dated the onset of 
symptoms to a blow or a fall, which, obvi- 
ously, merely called their attention to exist- 
ing symptoms. These atypical initial symp- 
toms are important, for in some instances 
they were responsible for the lack of sus- 
vicion of malignant disease, and for result- 
ing delay in diagnosis. 

Histologic Diagnosis: The diagnosis, as 
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already noted, could have been made clinic- 
ally in 90 per cent and more of these 500 
cases, but every case was proved histologic- 
ally. The newer diagnostic methods, includ- 
ing the Schiller test, the colposcope and 
vaginal smears. were used only infrequent- 
ly, chiefly because the latter two methods 
had not yet been devised, while the Schiller 
test was not in general use during the 
period of the investigation. Since all are 
merely adjunct methods, their omission 
probably had no influence on the end-re- 
sults in this series. Carcinoma is a micro- 
scopic fact, which must be diagnosed by the 
microscope, particularly in early, curable 
cases, though colposcopic examination and 
the Schiller test are useful in the selection 
of the best area for biopsy, and the vaginal 
smear is useful in determining which cases 
submitted to pelvic examination should be 
submitted for biopsy. 


group,” however, have discontinued the use 
of the Schiller test, partly because they 
found that suitable areas for biopsy could 
be selected quite as readily without it and 
partly because their praiseworthy aim has 


been to keep their methods of examination 
so simple that they “‘could be duplicated by 
any physician at any crossroads in the 
country.” 

Attention has already been called to the 
15 cases in the series in which from two 
to four biopsies were necessary for diag- 
nosis. It may be significant, as indicative 
of the early stage of the disease, that in 
two of the surviving patients two biopsies 
were necessary for diagnosis, and in a third 
survivor three were required. In the ma- 
jority of cases, however, repetition of the 
biopsy was necessary because the original 
biopsy had been improperly taken. Some- 
times the correct area was not selected for 
excision of the specimen. More often the 
specimen was secured by cauterization and 
was unfit for histologic examination. The 
chief reason for the use of the cautery 
under such circumstances is the fear of 
hemorrhage, which often does occur after 
biopsy in carcinoma of the cervix. That 
difficulty can be circumvented, however, 
by removing the specimen by surgical 


Macfarlane and her 
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methods, and then, if bleeding is trouble- 
some, sealing the area by thermal or chemi- 
cal cauterization. It goes without saving 
that if the clinical evidence does not agree 
with the histologic report, the clinical evi- 
dence should be accepted as probably cor- 
rect, and the investigation should be con- 
tinued until a definite diagnosis can be ar- 
rived at. That principle was not always 
observed in this series. 


THE PROFESSIONAL OUTLOOK ON 


THE CERVIX 

The opinion of many lay persons that 
cancer is uncurable seems to be shared, if 
one may judge by this study, by many mem- 
bers of the profession. More than 
patient stated that the physician who had 
referred her to the hospital had told her 
that she had cancer and nothing much could 
be done for her. The intern staff, at least 
in part, seemed to regard many of the 
vomen in the series either as medical de- 
relicts, who were occupying beds which 
could be used to better advantage for other 
patients, or as patients whose disease re- 
quired no haste in either diagnosis or treat- 
ment. Certainly in most instances there 
seemed little concerted effort, once the pa- 
tient had been caught for diagnostic and 
therapeutic purposes, so to speak, to keep 
her in hand until these objectives were car- 
ried out. A startling number of patients 
were permitted to leave the hospital be- 
cause of “illness in the family” or ‘‘business 
at home” or to go to a funeral or a wedding, 
or to “spend the Christmas holidays with 
the family” or for other equally trivial rea- 
sons. Sometimes patients permitted to leave 
under these circumstances did not return 
for long periods of time, and sometimes 
they did not return at all. 

The proper utilization of hospital beds of 
course enters into the picture. Under the 
most favorable circumstances there is an 
inevitable delay between the initiation of 
diagnostic measures and the institution of 
treatment. The history must be taken, the 
physical examination made, routine labora- 
tory measures carried out, the biopsy se- 
cured, the tissue examined and reported, 
medical, urologic and other consultations 
secured as necessary, the plan of treatment 
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decided upon, and the radiotherapeutic fa- 
cilities bespoken. In some instances in this 
series, while the report of the biopsy was 
being waited in doubtful and therefore 
hopeful cases, the patients were discharged 
temporarily, to free their beds for others 
in the interim, and in a lamentable number 
of cases they did not return promptly, as 
directed. In one instance, in which the 
whole machinery of diagnosis was carried 
out without delay, the patient was in the 
hospital only 24 hours; she was discharged, 
to return in a week for treatment after the 
biopsy had been reported, but she was not 
seen again for two years. She is not in- 
cluded among the survivors. 

The Validity of Cancer Statistics: As 
has already been pointed out, the causes 
of death listed on numerous certificates 
secured from the city and state files was 
decidedly open to question, many of the pa- 
tients having been observed too recently to 
make any diagnosis but carcinoma of the 
cervix completely unreasonable. For these 
inaccuracies there are several possible ex- 
planations. Some of the patients, particu- 
larly the negro patients, died without medi- 
cal attention and the death certificates were 
signed by physicians who had no knowledge 
of their past history and apparently did not 
investigate it. Some patients were seen by 
private physicians for the first time when 
their state was terminal, and again there 
was no inquiry into past events. 

These charitable explanations, however, 
do not cover a fair number of cases in which 
the stated cause of death was at complete 
variance with the known facts. It was dif- 
ficult to understand a number of cases in 
which the physician who had referred the 
patient to the hospital later denied all 
knowledge of her. though he had signed 
the death certificate, on which he had not 
always included carcinoma of the cervix in 
the diagnosis. The most extraordinary of 
these cases concerned a patient under the 
care of a very competent internist at a 
private institution for several weeks before 
her death. Although she had left Charity 
Hospital with both ureters blocked by an 
extension of the cervical malignancy, carci- 
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noma was not mentioned on the death cer- 
tificate, which listed the cause of death as 
nephritis and uremia. It seems incredible 
that the desire of some families to keep 
malignant disease a secret, because they re- 
gard it as a sort of disgrace, should influ- 
ence a physician of the training and com- 
petence of this practitioner, yet it is equally 
incredible that a physician of his ability 
could possibly have overlooked the malig- 
nancy which underlay the uremia. 

Be these facts as they may, this study 
proves one point very clearly, that if the 
statistics of carcinoma of the cervix in the 
country as a whole are based on such statis- 
tics as these, they are likely to be highly 
misleading. 

Other writers have made the same point. 
MacDonald,'’ in a study of data from the 
Massachusetts records, concluded that sta- 
tistical conclusions as to age, sex, nativity 
and the disease as a whole were warranted, 
but that there was a considerable error in 
the exact location of the cancer and a large 
error in the duration of the malignancy on 
the basis of the vital statistics. Gideon 
Wells,'! in an excellent paper on the nature 
and etiology of cancer, stated bluntly that 
untold numbers of cases of the disease are 
buried in death certificates labeled chronic 
myocarditis, a diagnosis, he caustically re- 
marked, which, in addition to being “a 
refuge of ignorance” is “not likely to cause 
dissatisfaction or give rise to questions.” 
This follow-up study from the New Orleans 
Charity Hospital bears him out, and sug- 
gests the addition of pneumonia as an 
equally safe and credible cause of death. 


In this same connection, it is easy to 
understand, in the light of these facts, why 


the Bureau of Census,'? in comparative 
statistics covering the period 1940-1943, 
lists carcinoma of the cervix as responsible 
for considerably less than half of all deaths 
from “uterine” cancer, though hospital sta- 
tistics show that it forms more than 85 per 
cent of all cases of this type of cancer. 
CARCINOMA OF THE CERVICAL STUMP 

A word should be said about the 29 pa- 
tients in this series with carcinoma of the 
cervical stump. No matter how one feels 
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about the total operation, it is obvious that 
if it had been performed in these 29 cases, 
cervical malignancy could not have de- 
veloped. 

The crux of the argument which has 
been raging on the subject for years is 
whether the mortality rate in the hypothe- 
tical cases of malignancy which would de- 
velop in the retained cervix is higher than 
the absolute mortality of total hysterectomy 
if it were performed routinely. If the oper- 
ation were always performed by experi- 
enced gynecologic surgeons, the surgical 
mortality would certainly be lower than the 
mortality of possible later malignancy, for 
in the hands of an experienced surgeon the 
total operation carries no higher a death 
rate than the subtotai operation. Unfor- 
tunately, however, the operation is not done 
only by experienced surgeons, and the 
routine performance of total hysterectomy 
would undoubtedly result in more deaths 
than would follow the development of 
malignancy in the retained stump. On the 
other hand, while it may be idealistic, it 
seems utterly reasonable to insist that if 
the cervix is lacerated or diseased, it should 
be removed, and that if the surgeon in 
charge cannot safely perform the complete 
operation. he should in all conscience turn 
the patient over to someone who can treat 
her properly. 

Cauterization of the diseased cervix is 
not the solution. It was done in two of the 
cases in this series at the New Orleans 
Charity Hospital, both of which terminated 
fatally, and again the comment seems fair 
that if the cervix is sufficiently diseased to 
need cauterization, it had better be removed. 

The mortality of carcinoma of the cervi- 
cal stump is stated to be both lower and 
higher than the mortality of carcinoma of 
the cervix with the uterus in situ. In this 
series the proportion of survival was fairly 
high (four of 29 cases) but the series is 
too small to permit deductions. The therapy 
is essentially the same as when the uterus 
is in situ, though the dosage of radium 
must usually be reduced because the chang- 
ed anatomic relationships make the bladder 
more vulnerable. 


SUMMARY 

This is the second of a series of three 
papers on an attempted follow-up study of 
500 vatients with carcinoma of the cervix 
treated at the New Orleans Charity Hos- 
pital over an approximately five and one- 
half year period ending July 1, 1937. 

Therapy was unsatisfactory in many 
cases in this series because of the lack of 
adequate facilities for the patient load dur- 
ing the period covered by the investigation. 
Such facilities as existed, however, were 
not always employed wisely. The rationale 
of surgery in 10 of the 11 cases in which 
operation was done is not clear. 

Diagnostic errors, both within and with- 
out the hospital, are discussed in detail, 
and the risk of the concentration of special- 
ists on their own special fields is empha- 
sized. The atypical character of certain 
cases is also discussed. 

The question is raised as to whether the 
attitude of the medical profession toward 
carcinoma of the cervix is correct. In many 
instances in this series it suggested deep 
pessimism, while in others it suggested a 
lack of realization of the urgency of the 
disease. 

The validity of cancer statistics, in the 
light of certain facts revealed by this series, 
is questioned. 

The 29 cases of carcinoma of the cervical 
stump in this series raise the still unsettled 
question of the wisdom of performing total 
hysterectomy routinely. 
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LIPOCAIC IN THE TREATMENT OF 
NON-TROPICAL SPRUE 
REPORT OF A CASE* 

E. POSEY, M. D.7 
D. C. BROWNE, M. D.+ 
and 
G. McHARDY, M. D.*+ 
NEW ORLEANS 

That the treatment of non-tropical sprue 
is non-specific and frequently unsatisfac- 
tory is a generally accepted fact. Bockus' 
considers it unlikely that patients suffering 
from idiopathic steatorrhea are ever actual- 
ly cured. Hanes® recounts a significant num- 
ber of cases relatively unaffected by the 
modern therapeutic regimen of liver ex- 
tract, multiple vitamin administration, diet- 
ary measures, transfusions, calcium, and 
supportive treatment. Hughes? in an inter- 
esting pair of articles, presents the natural 
evolution of treatment of sprue and the 
steatorrheas. 

It is generally agreed that the primary 
cause of the sprue syndrome lies in the mal- 
absorption of fat. Hanes* has demonstrated 
malabsorption of fats. Barker and Rhoads” 
have observed a flat fat tolerance curve. 
Thaysen!’ observed a diminished absorption 
of fats and also demonstrated low fasting 
blood lipid levels. There is no impairment 
in the secretion and circulation of bile.* In- 
gested fat is largely digested.° That there 
is no fault in the delivery to the intestine of 
potent pancreatic enzymes was proved con- 
clusively by Child and Dick in 1940.° Like- 
wise, careful study of autopsy material has 
failed to reveal significant pancreatic path- 
ology. Indeed, necropsy rarely shows sig- 


+From the Department of Medicine, Tulane Uni- 
versity School of Medicine, and the Gastro-En- 
terologic Clinic of Touro Infirmary, New Orleans, 
La. 


© 


nificant deviations other than ascribable 
to the cachexia present. Recently, however, 
Hunt’ has described autopsy findings of 
damage to the submucosal nerve plexus. 

Several interesting theories have arisen 
concerning the primary defect leading to 
faulty utilization of fats. The work of 
Verzar and McDougall"! in 1936 postulates 
a primary defect in intestinal absorption on 
the basis of adrenal cortical deficiency, re- 
sulting in faulty phosphorylation of fats and 
glucose. In 1940, Bennett and Hardwich,'” 
concluded that the syndrome could be ex- 
plained on the basis of a chronic jejuno-ileal 
insufficiency with consequent defects of se- 
cretion and absorption. This view has been 
recently amplified in Manson-Bahr.' Cas- 
tle and Rhoads,‘ in 1932, studied sprue as 
manifested in Puerto Rico, and concluded 
that it is a deficiency disease closely related 
to pernicious anemia. This view has been 
challenged by Hughes.? Sprue is held by 
many persons to be a manifestation of avi- 
taminosis B.'° Ashford’s work has largely 
been discarded. 

It has long been recognized that raw pan- 
creas, desiccated pancreas, and pancreatic 
products have a beneficial effect in the 
treatment of sprue,’ '* Childs and Dick® 
have also observed excellent results from 
the administration of pancreatic juices. In 
1936, Dragstedt, Prohaska, and Harms sub- 
mitted evidence that the pancreas elaborates 
a formerly unknown hormone which has to 
do with the metabolism of fat. They coined 
the name lipocaic for this substance. It has 
become evident that lipocaic possibly is in 
some way concerned in the transport and 
utilization of fat.'% Clinically, lipocaic has 
been of marked value in relieving the fatty 
liver of diabetes. ' *° It has been observed 
to lower the hyperlipemia of patients with 
xanthomatosis and psoriasis.*!  Bartels?* 
has presented evidence suggesting that 
lipocaic is of value in the treatment of in- 
tractable diarrhea in hyperthyroidism. It is 
interesting to note that in this condition, 
fecal analysis shows an excess of fat; gross- 
ly the stools are bulky, loose, and light col- 
ored. 


The lipocaic deficient dog presents a syn- 
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drome of low blood lipids, diminished glu- 
cose excretion, a large, fatty liver, with im- 
paired hepatic function, and marked sensi- 
tivity to insulin. The patient with sprue 
shares certain of these features. There are 
low bloed lipids, a low fasting blood glucose, 
with a flattened glucose tolerance curve; a 
demonstration of insulin sensitivity is not 
uncommon. 

Because of these common points and be- 
cause lipocaic seems to be beneficial in fat 
metabolism, a trial of this hormone in the 
treatment of a case of sprue was considered 
justified. Through Dr. Lester Dragstedt. 
lipocaic was secured for this study from 
Armour laboratories. 

CASE REPORT 

E. L., a 56 year old white laborer was admitted 
to Touro Infirmary on June 9, 1945, complaining 
of an intermittent diarrhea of thirty-one years’ 
duration. 

His first attack of diarrhea developed at the 
age of 25, while grinding cane in a sugar camp 
where food was extremely poor. The stools num- 
bered eight to ten daily, were pale frothy, foamy 
and extremely foul smelling. A good deal of 
flatulent dyspepsia accompanied the episode, which 
lasted until the patient returned to his home and 
improved nutrition. These episodes were recur- 
rent and apparently related to an inadequate diet in 
that wholesome food brought about complete remis- 
sions. In 1941, associated with extreme dietary 
limitation, he suffered a recurrence of the diarrhea. 
This episode lasted for six weeks, the longest on 
record, and was accompanied by a loss of 30 
pounds in weight, weakness, and for the first 
time, a moderately severe glossitis. He was hos- 
pitalized where he gradually improved on a regi- 
men of transfusions, proper diet, liver extract, 
multiple vitamins, and supportive measures. He 
learned that bananas, milk and cheese acted al- 
most as specifics in relieving the diarrhea. After 
discharge from the hospital, the patient remained 
asymptomatic for a year, during which time he 
received crude liver extract at weekly intervals. 
In 1943, the patient began the first of a series of 
recurrences of the diarrhea, which lasted from 
one to three weeks, and which were relieved by an 
adequate dietary intake, milk, cheese, and ba- 
nanas. The patient gradually lost 20 pounds in 
weight with associated asthenia and a progressively 
severe normocytic anemia which did not respond 
to liver extract. The patient complained of vertigo, 
tinnitis, glossitis, gingivitis, slight 
dyspnea, mild palpitation, flatulent 
foul flatus, moderate pedal edema. 
recurrent brownish-red pigmentation 
which appeared on the dorsum of the hands and 


exertional 
dyspepsia, 
There were 
areas of 





wrists. 


There were occasional moderately severe 
leg cramps. The stools numbered up to 17 daily, 
were watery to mushy, pale, foul, frothy. f): ating 
upon the water in the commode. 

Physical examination revealed a_ prematurely 
aged, emaciated, afebrile, chronically ill whit male 
with bilateral dependent edema. The ski: 


was 
sallow yellowish in color. Sensorium was normal. 
There was a moderately severe glossitis. The 


heart and lungs, aside from minimal emphysema, 
were within normal limits. The abdomen, pro- 
tuberant in its lower half, had a peculiar dough- 
like consistency. There was moderate firm hepa- 
The dorsum of both hands showed ir- 
regular areas of brownish-red pigmentation. 

The initial blood picture showed an anemia of 
2,000,000 red cells with 43.5 per cent hemoglobin. 
There was a leukopenia of 2,200 white cells. The 
blood calcium was 8.8 mg. per cent, the phosphorus 
2.8 mg. per cent, and the cholesterol 200 mg. per 
cent. The blood lipids showed a total of 0.415 ml. 
(a low normal value) while the neutral fat, fatty 
acids, and cholesterol esters totalled 0.32 ml. Stool 
cultures were negative. Microscopically, the stool 
showed many fatty acid crystals. A study of the 
stool fats revealed total fats being 22.4 per cent 
of moist stool. 


tomegaly. 


The fatty acids made up 6.9 per 
cent of moist stool, and the neutral fats 15.5 per 
cent. An insulin tolerance test was normal. The 
glucose tolerance curve was flat, the fasting glucose 
as 77 mg. per cent. The erythrosedimentation 
rate (Westergren) was 27 mm/hr. Cephalin floc- 
culation test was negative in 24 hours. 
analysis revealed 2 degrees free, and 
total acid. 


Gastric 
5 degrees 
Gastrointestinal series was normal. 
On a diet high in vitamins, protein and carbo- 
hydrate, yet easily assimilable, and low in fat 
supplemented by crude liver extract, 2 ¢. ¢. intra- 
muscularly daily, panteric tablets one after each 
meal, and a multiple vitamin preparation, he im- 
proved. Peripheral blood and bone marrow study 
on June 19, 1945, gave a picture of pernicious 
anemia going into remission, with a normocytic, 
normochronic anemia, mild leukopenia, relative 
lymphocytosis, decreased platelets, macrocytosis, 
polychromatophilia, and 
polymorphonuclear 


hypersegmentation of 
leukocytes. Repeat gastric 
analysis showed an achlorhyria. The duodenal 
contents showed definite tryptic activity. 

At this time it was decided to attempt to in- 
duce a remission in order to employ lipocaic. Ac- 
cordingly, the patient was placed on a high fat 
diet, and all medications were stopped. Because 
of the severe anemia, it was deemed necessary to 
administer two transfusions of 500 ¢. ¢. each of 
compatible whole blood. 

By June 30 the patient was having an exacerba- 
tion, with six or seven stools daily. Lipocaic was 
administered 10 grams twice daily. No untoward 
effects were experienced. 
therapy, the diarrhea ceased. 


After three days of 
On July 5, there de- 
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veloped a severe glossitis and stomatitis with mod- 
erately severe dysphagia. This gradually subsided 
over a period of four days. On July 6, the red cells 
numbered 2,700,000, with 64 per cent hemoglobin. 
He “felt better than he ever had.” Pigmentation 
cleared. The stools changed to brown, were no 
longer foul, and were of normal consistency. The 
sallow color of the skin persisted. Flatulence sub- 
side 


The patient continued to improve until July 22, 


at lich time he went into a spontaneous remis- 
sion, with four stools daily, that were pale, frothy, 
foamy. bulky, and very foul, with much foul flatus. 
This subsided in three days. At this time, a blood 


count showed that the red cells had increased to 
3,400,000 with 64 per cent hemoglobin. Febrile 
and dysenteric agglutinations were negative. 

The supply of lipocaic was exhausted on July 27. 
At this time, it was noticed that the patient’s skin 
was definitely less sallow than on admission. He 
appeared still to be chronically ill, but he had 
gained 10 pounds in weight and was encouraged as 
to his condition. 

The glucose tolerance curve was more flat at the 
conclusion of treatment than at its initiation; the 
blood lipids were even further reduced in value. 
Gastric analysis showed no free acid, but 10 degrees 
total acid. Cephalin flocculation was again nega- 
tive. The blood cholesterol was 137 mg. per cent. 
phosphorus was 2.38 mg. per cent, calcium was 
10.00 mg. per cent. The sedimentation rate was 
still slightly hypernormal at 18 mm/hr. The final 
blood count was 3,600,000 red blood cells, with 65 
per cent hemoglobin. There was no change in the 
stool fat. 

DISCUSSION 

Dragstedt and his co-workers" have uti- 
lized lipocaic in the treatment of sprue with- 
out demonstrable success. This case study 
bears out the findings of the University of 
Chicago observers. However, since the 
amount of lipocaic available for this study 
was limited to a four weeks’ supply, and 
since results in therapy with this drug are 
often obtained only after its administration 
for two to three months, it may be that pro- 
longed, intensive treatment would have pro- 
duced a more favorable response. 

As for the immediate results, aside from 
the subjective improvement, there is little 
to indicate benefit from lipocaic. The severe 
glossitis developing six days after the drug 
was begun, and the diarrhea, typical of 
sprue, that occurred after three weeks of 
therapy would cause one to conclude that 
lipocaic exerts little protective action 
against exacerbation. Further, one would 


even question the advisability of attempting 
treatment with the preparation in sprue in 
view of the further suppression of blood 
lipids and the extreme flattening of the 
glucose tolerance curve resulting after one 
month’s administration. It is more than 
likely that the clinical improvement was the 
result of adequate dietary factors rather 
than benefit from lipocaic; it was noted in 
the patient’s history that the episodes of 
diarrhea frequently cleared with an ade- 
quate diet. In view of this fact and in view 
of the various manifestations of vitamin B 
complex deficiency present in this individ- 
ual, one tends to conclude that this case of 
sprue may be related to avitaminosis B. 

It has already been recounted that hyper- 
lipemia in psoriasis and xanthomatosis fre- 
quently is reduced by lipocaic administra- 
tion, and that the low blood lipids of lipo- 
caic deficient dogs are raised when the 
hormone is given. The findings in this 
case indicating non-response to lipocaic and 
showing further suppression of blood lipids 
bring one to two further conclusions: (1) 
Sprue is not a manifestation of lipocaic de- 
ficiency; (2) lipocaic administration in the 
absence of hyperlipemia or lipocaic defi- 
ciency results in suppression of blood lipids 
to low levels. A similar effect has been 
noted by Clark et al.* using lipocaic in 
psoriasis. 

The extreme flattening of the glucose 
tolerance curve, already noted, causes one 
to consider the possibility of some effect, 
hitherto not noted, exerted by lipocaic on 
the metabolism of carbohydrate. 

SUMMARY AND CONCLUSIONS 

1. A case is reported of lipocaic in the 
treatment of sprue. 

2. The findings in this case indicate that: 

~ (a) Lipocaic exerts no curative action in 
sprue, nor does it protect against exacerba- 
tion of the disease. 

(b) Lipocaic is probably contraindicated 
in the treatment of sprue. 

(c) In the absence of lipocaic deficiency 
and in a state of hypolipemia, administra- 
tion of the drug leads to further depression 
of the blood lipids. 

(d) Lipocaic may exert some effect upon 
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the metabolism of carbohydrates, evidence 
by extreme flattening of the glucose toler- 
ance curve after a course of therapy. 

(e) Sprue is not a manifestation of lipo- 
caic deficiency. 

The lipocaic for this study was provided through 
the courtesy of the Armour Laboratories, Chicago 
Illinois. 

Appreciation is expressed to Dr. Lester Drag- 
stedt of the University of Chicago for his coopera- 
tion and valuable suggestions. 
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SCHISTOSOMIASIS (MANSON’S) 

PRESENTATION OF TWENTY-FIVE 

EDWARD F. DOMBROWSKY, M. 
ANCON, CANAL ZONE 


CASES 
D.; 


INTRODUCTION 

Schistosomiasis (Manson’s) is a disease 
which is confined to definite endemic re- 
gions by the life cycle of the parasite. The 
importance of this disease in other regions 
has increased during World War II, as 
members of the Armed Forces returning 
from endemic areas may be infected. 

It is not deemed necessary to review in 
this paper the life cycle of Schistosoma 
mansoni, the symptoms, physical findings, 
or diagnosis of the disease. These have 
been adequately discussed in textbooks of 
tropical medicine and in current literature. 

The purposes of this review are three- 
fold. The most important object of the 
study is to determine whether or not any 
of the cases in Gorgas Hospital could have 
contracted the disease in the Canal Zone. 
Secondly, the clinical findings are reviewed 
in an attempt to establish the symptomat- 
ology and severity of the disease as seen 
here. The third purpose is to evaluate the 
efficacy of the various drugs used in the 
therapy of the disease. 

All cases in this series were 
with Schistosoma mansoni. 


infected 


SOURCE OF MATERIAL 

Twenty-five cases of schistosomiasis 
caused by Schistosoma mansoni have been 
diagnosed antemortem at Gorgas Hospital 
in the period between 1923 and April, 
1945. There has been a sudden increase in 
the number of cases recognized since the 
onset of World War II. Twenty-one cases, 
or 84 per cent, have been diagnosed since 
1941 and of these 76 per cent occurred dur- 
ing 1944. As the majority of these patients 
were originally from Puerto Rico, which is 
an endemic area for the disease, the obvious 
explanation of the sudden increase is the in- 
flux of Puerto Rican soldiers during this 
period. 

All of the patients were males; 21 foreign 


*From the Medical Service, Gorgas Hospital, 
Ancon, Canal Zone. 
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whites and four negroes. Ages ranged from 
20 to 37 years. Twenty patients were 
Puerto Ricans who had been in the Canal 
Zone from a few hours to a maximum of 
13 months, with an average stay of four 
months. It was impossible to obtain from 
most of the hospital charts information as 
to what part of Puerto Rico they originated. 
Of those patients who were not from Puerto 
Rico there were two from Saint Lucia, one 
from Martinique, one who probably con- 
tracted the disease in Arabia, and one from 
Panama. The patient in whom infection 
could possibly have been contracted in Pan- 
ama was a 23 year old Panamanian who 
had spent the first year and a half of his 
life in Trinidad. Whether or not his schist- 
osomiasis was chronic since childhood and 
asymptomatic until the age of 23 is ques- 
tionable, but possible. This is the most 
probable explanation, as the species of snail 
proved to be the intermediate host has not 
been found in this region.' Of the series of 
cases studied there were none who had 
lived exclusively in the Republic of Panama 
or in the Canal Zone. 


CLINICAL CONSIDERATIONS 

The chief complaints and presenting 
symptoms were varied, but the majority 
were related to the gastrointestinal tract. 
The most frequent complaints were mild 
diarrhea and abdominal cramps or discom- 
fort of a few days’ duration. This was 
often preceded by a few weeks or months of 
vague abdominal discomfort, epigastric dis- 
tress, loss of appetite, and occasional bouts 
of diarrhea. Eleven cases, or 44 per cent, 
were admitted for treatment of diseases 
other than of the gastrointestinal tract, 
and schistosomiasis was diagnosed by rou- 
tine stool examination. Eight patients pre- 
sented severe diarrhea as their chief com- 
plaint, four had rectal bleeding, one com- 
plained of melena, and three had vomiting 
prior to admission. In view of the fact that 
only one-third of the cases showed the 
typical picture of diarrhea it is important 
to remember that infection with Schist- 
osoma mansoni must be considered in any 
person coming from an area endemic for 


that disease, especially those complaining of 
vague abdominal distress. 

Abnormal physical findings were absent 
in most patients. The majority had only 
mild abdominal distention and slight ten- 
derness on deep palpation over the lower 
abdomen, often along the course of the de- 
scending colon. The liver was palpable in 
only two patients, and in neither was it 
greatly enlarged. Skin rashes were absent. 

Proctoscopic examinations were  per- 
formed on 16 patients. Normal appearing 
rectums and sigmoids were observed in 
only three patients, or 18 per cent of those 
examined. In the others the most frequent 
findings were small hemorrhagic spots 
along the course of the smaller vessels in 
the rectum and lower sigmoid, or a finely 
granular bowel wall with no ulcerations. 
Small white macular raised lesions, which 
were firm and non-bleeding, were noted 
scattered along the course of the small ves- 
sels in one patient. In another patient sev- 
eral perianal papules and smal] papular 
masses just within the anal opening were 
observed. Polyps were noted in two pa- 
tients. One was 3.0 mm. in diameter and lo- 
cated 3.0 cm. from the anal opening. The 
other was of similar size and situated 10.0 
cm. from the anus. In both patients having 
polyps there had been repeatedly negative 
stools for Schistosoma mansoni and a diag- 
nosis was made on biopsy of the polyps. 
Microscopic examination of the biopsy ma- 
terial showed a low grade inflammatory re- 
action and fibrosis surrounding several out- 
lines of the ova of the parasite in the 
mucosa of the bowel. 

LABORATORY DATA 

All cases were diagnosed by stoo] exami- 
nation, with the exception of the two diag- 
nosed by biopsy of polyps. Diagnosis was 
made on the first stool examination in 16 
patients and in the remaining the number 
of stools examined varied from two to 18 
specimens before ova were found. In the 
two most recent cases the stool was exam- 
ined repeatedly using different technics 
on each specimen in order to determine the 
most satisfactory method of obtaining posi- 
tive results. Brine flotation, De Rivas con- 
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centration, and water separation were used 
as methods of concentration. The following 
method gave the best results: A portion of 
stool the size of a pea was mixed with 10 
c.c. of water and this was allowed to stand 
until settled and the supernatant fluid re- 
moved. To the remaining sediment ten 
parts of water were added and the mixture 
allowed to stand overnight. The sediment 
was then examined for ova and the super- 
natant fluid for live miracidia. 

Other parasitic ova or larvae found on 
stool examination were: Trichuris trichiura 
ova in seven patients, Strongyloides ster- 
corelis larvae in four patients, Necator 
americanus ova in three patients and Tae- 
nia saginata ova in two patients. Bacillary 
dysentery was found in one patient and two 
patients were diagnosed as having amebic 
dysentery. All patients had negative stools 
Yur Schistosoma mansoni at the end of 
therapy. 

Eosinophilia was not marked in this 
series; a variation was noted ranging from 
1 to 35 per cent of the total leukocyte 
counts. The average eosinophil count was 
6 per cent and only seven cases showed 
‘ more than 10 per cent. The leukocyte count 
Was normal in those patients who had no 
disease other than schistosomiasis. Anemia 
was not a constant feature. 

Precipitin test for Schistosoma mansoni 
was done on two patients. One gave a nega- 
tive result and the other showed a positive 
test in dilutions of 1 to 12,800. The patient 
who had the positive precipitin test also had 
a 4 plus skin test for this disease. 

THERAPY 

Sixteen patients were treated for schist- 
osomiasis while in the hospital; 11 received 
tartar emetic, two fuadin, two emetine hy- 
drochloride, and one neostam and oral 
emetine hydrochloride. Four patients, or 
16 per cent, had received previous therapy 
for schistosomiasis. One had been treated 
with fuadin, two had received fuadin and 
emetine, and one had been given emetine. 
The patient receiving the most therapy be- 
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fore admission to this hospital had received 
six courses of fuadin and two of emetine in 
Puerto Rico prior to coming to the Canal 
Zone. These cases are too few to arrive at 
any conclusions as to the comparative effi- 
cacy of the drugs used. However, it may be 
assumed from the patients previously treat- 
ed that fuadin and emetine were not com- 
pletely effective. 

The total dosage of tartar emetic varied 
from 14 grains to 30 grains. In those pa- 
tients who received less than 30 grains the 
drug was discontinued because of toxic re- 
actions. Dyspnea following injection was 
observed in three patients, two had vomit- 
ing. one showed cyanosis, shock, and vomit- 
ed blood, and another patient complained of 
severe pain along the course of the vein be- 
ing injected. All of the reactions occurred 
shortly after an injection, usually when the 
maximum dose of 2.5 grains was given. 
Electrocardiographic changes of depressed 
T waves in all leads were noted twice in the 
five patients who were followed in this 
manner. The dosage of the drug varied 
slightly but generally it was given on alter- 
nate days, the initial dose being 0.5 grain 
and increasing each dose by 0.5 grain until 
a maximum of 2.5 grains was reached. This 
dosage was continued during the remainder 
of the treatment. 

Fuadin was administered intramuscular- 
ly to a total of 45 c.c. in one patient and 
65 c.c. in another. In neither were any 
toxic manifestations noted. The drug was 
given in doses of 1.5 c.c. initially, 3.5 c.c. 
the second day, 5 c.c. the third, and 5 c.c. 
every other day thereafter. The patient 
treated with 45 c.c. showed positive stools 
for Schistosoma mansoni until 40 ec.c. had 
been given, after which time the stools 
were repeatedly negative. 

In the two patients treated with emetine 
hydrochloride no toxic reactions were 
noted. The drug was given subcutaneously 
in doses of 0.5 grain twice daily. One pa- 
tient received 10 grains and the other 7 
grains. 


The one patient treated with neostam 
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was given an initial dose of 0.05 gram per 
100 pounds of body weight with a daily in- 
crease of 0.05 gram per 100 pounds of body 
weight until the sixth day, at which time a 
maximum dose of 0.3 gram per 100 pounds 
body weight was given. This daily dose 
was to be maintained until 2.55 grams per 
100 pounds of body weight had been given. 
However, after receiving slightly less than 
one-half (1.3 gram) of his total require- 
ment (3 grams) he developed severe ab- 
dominal cramps and vomiting, about thirty 
minutes after each injection. This was ac- 
companied by a mild leukopenia and neu- 
tropenia and therapy was discontinued. Co- 
incidental with his toxic reactions amebic 
dysentery was diagnosed. It was decided to 
treat the amebiasis with oral emetine hy- 
drochloride and at the same time observe 
the effects of the oral drug on schistosom- 
iasis. Emetine hydrochloride enseals were 
given in dosage of 2/3 of a grain three 
times daily for twelve days, or a total of 


24 grains. At the end of therapy procto- 


scopy and stool examinations showed disap- 


pearance of amebae but persistence of the 
The patient 
was then continued on a more prolonged 


ova of Schistosoma mansoni. 


course of neostam in doses of 0.2 gram 
every other day. No toxic symptoms were 
observed. 
SUMMARY 
Twenty-five cases of infection 
Schistosoma mansoni are presented. 


with 


All of the cases originated elsewhere, 
with the majority coming from Puerto 
Rico. 

Schistosomiasis (Manson’s) must be con- 
sidered in all persons in or coming from an 
area known to be endemic for this disease, 
especially if the patient presents gastro- 
intestinal symptoms. 

Oral emetine hydrochloride in the dosage 
given to one patient was not effective 
against Schistosoma mansoni. 
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MULTIPLE COMMON BILE 
DUCT STONES* 

REPORT OF A CASE WITH TWENTY-SIX 
OXALATE STONES IN THE COMMON DUCT 
JULIAN A. RICKLES, M. D.+ 
MIAMI, FLA. 

There is perhaps no field of surgery that 
has been the subject of more controversy 
and the object of more detailed and careful 
study than that of the biliary tract.  Al- 
though most of the earlier work was done 
on the gallbladder as the primary focus, it 
was not until the entire biliary tract was 
considered as one physiologic unit that the 
real progress in the understanding of the 
pathology and institution of rational ther- 
apy was made. With these advances com- 
mon duct surgery has lost most of the risk 
that previously attended it. Lahey! has 
stated that common duct exploration has 
not appreciably increased his mortality rate 
in gallbladder surgery—this has been the 
experience on our surgery service 
Outstanding contributions to our present 
methods were made by Judd." Bakes,- and 
Cheever.* Cattell' has recently reiterated 
the Lahey Clinic indications for common 
duct exploration. The fact that patients 
are presenting themselves sooner is one of 
the reasons for the relatively small number 
of postoperative complications now attend- 
ing biliary tract surgery. In 1935 Lahey' 
showed that 46 per cent of his patients 
were presenting themselves before symp- 
toms had been present for one year—this 
has not been true on our service. Bovce’s” 
excellent work has added greatly to the un- 
derstanding of the pathologic physiology in 
these cases and has contributed greatly to 
the reduction in the occurrence of the 
hepato-renal syndrome, the most dreaded 

complication of biliary surgery. 

The occurrence of multiple stones in the 
common duct is not too rare, although most 
commonly only one stone is present; and 
when multiple stones are found, usually 
only two or three are present. Judd" re- 


also. 


Read before the Orleans Parish Medical Society, 
May 14, 1945. 

+From the Independent Surgery 
Charity Hospital at New Orleans. 
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ported a case with seventeen stones in the 
common duct in a patient who had had a 
previous cholecystectomy. Best and Hick- 
en’ show a cholangiogram in a patient with 
eleven common duct stones. 

Over 95 per cent of stones found in the 
common duct are formed in the gallbladder. 
In the presence of stasis and cholangitis 
form in the common and the 
hepatic ducts.* Stones formed in the ducts 
contain only pigment and are not calcified. 
It is only recently that we appreciate that 
stones can be present in the common duct 
without jaundice in over one-third of the 
cases.'" The most dangerous preoperative 
complication is the development of a sup- 
purative cholangitis, which can occur even 
though the patient is on a closely supervised 
medical regimen. Cole'’ brings out the very 
excellent diagnostic point that if a patient 
has chills for over three days she probably 
has a suppurative cholangitis and drainage 
should not be delayed. Only 4.2 per cent of 
Lahey’s' cases had chills and fever. 


stones can 


The case presented below is of interest 


both from the viewpoint of duration of the 
disease and the rare pathology present. 


CASE REPORT 

Mrs. M. D., a 69 year old white female, entered 
the Charity Hospital medical ward on January 2, 
1945 complaining of cramping pain in the abdomen 
and nausea and vomiting of one week’s duration. 
The pains were localized in the epigastrium and 
radiated around her right costal margin to her 
right shoulder blade. The pains would last one to 
three hours. At the age of seven she had an attack 
of chills and fever accompanied by jaundice which 
was treated with quinine. The chills and fever 
stopped, but the jaundice recurred the next month, 
and was again controlled by quinine. She remained 
well until she was 16 years of age, at which time 
she had an attack almost identical to that she is 
having at the present admission. She was jaun- 
diced, and a diagnosis of “bilious colic” was made 
and she recovered on medical therapy. She con- 
tinued to have many attacks thereafter especially 
after fatty foods and after eating boiled cabbage; 
some of attacks accompanied with 
moderate transient jaundice. During this time 
she had been under the care of a great many dif- 
ferent physicians all of whom treated her only for 
her acute attack and were not interested in fol- 
lowing her between attacks. In 1937, she again 
had a severe attack of colic accompanied by jaun- 
dice which was diagnosed by her local physician as 


these were 
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gallbladder disease. He told her she was too old 
to be operated upon and put her on a diet and fol- 
lowed her between attacks. She remained rela- 
tively well as long as she stayed on her diet, but 
was always uncomfortable if she broke her diet, 

The positive points in her past history include: 
tularemia in 1935, influenza in 1919, “facial 
stroke” in 1930, and “high blood pressure” since 
1936. She had nine normal deliveries. Her hus- 
band and four of her children died of pulmonary 
tuberculosis. 

Physical examination on this admission showed: 
pulse 100, temperature 100, blood pressure 160/80, 
and respirations 20. There both 
the skin and sclerae. Advanced dental caries were 
present. The lungs were normal and the heart was 
enlarged to the left with a loud precordial murmur, 
presystolic. The abdomen was not tender and 
there were no masses. There was a third degree 
cystocoele and rectocoele present. A small subcu- 
taneous tumor was on the back. 

Laboratory work: 


was icterus of 


Blood count and urine were 
Icterus index was 20.8 but the blood was 
hemolyzed. Repeat indices varied between 8.3 and 
11.8. Serology was negative. Intravenous hippuric 
acid test—0.62 grams sodium benzoate detoxified. 
B.U.N.-11.8 and P.S.P. was 52 per cent. Cho- 
lecystogram on January 4, 1945 failed to reveal 
the gallbladder. It was repeated with the same 
result. 

She was placed on low fat diet and given tinc- 
ture of belladona and was discharged from the 
medical ward (January 15) to be followed in the 
medical clinic, 

She was readmitted 15 days later (January 28) 
as an emergency to the surgery service. She was 
having another acute attack of colic with mild 
jaundice. Her attack quickly abated. She 
sented to be worked up for surgical therapy. La- 
boratory work on this admission showed: red blood 
cells 3,800,000; white blood cells 10,700, 74 per 
cent polys, urine showed free bile and urobilinogen. 
Cholesterol was 185; serum protein 6.25. Icterus 
index was 25. Cephalin flocculation was negative. 
Intravenous hippuric acid test showed 0.662 grams 
of sodium benzoate detoxified. Fluoroscopic ex- 
amination of the chest showed enlargement of the 
left ventricle and aorta. Gastrointestinal 
were negative. Electrocardiogram showed an in- 
complete right bundle branch block and definite 
evidence of myocardial disease compatable with 
left ventricular hypertrophy. 

A diagnosis of chronic cholecystitis with choleli- 
thiasis and choledocholithiasis was made and she 
was scheduled for elective operation. 

On February 11, 1945, she developed another at- 
tack of acute colic accompanied by definite right 
upper quadrant tenderness and muscle splinting. 
She vomited almost continuously and would not 
respond to antispasmotics at all. She was taken 
to surgery as an emergency that night still in se- 


normal. 


con- 


series 
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yere colic seven hours after the onset of the attack. 

Under ethylene and ether vapor anesthesia she 
was explored through an upper transverse incision. 
The liver was grossly normal. The gallbladder was 
very distended and tense, and contained several 
stones impacted in the cystic duct. The common 
duct was exposed and was dilated to a diameter of 
about 2 1/2 cm. It contained several freely mov- 
able stones. The pancreas showed some induration. 
The gallbladder was removed after all of the es- 
sential duct and vascular structures were exposed. 
The common duct was then opened and twenty-six 
well formed, very hard stones varying from 5 mm. 
to 2 cm. in diameter were removed. None of these 
stones were impacted, and about half of them were 
in the hepatic ducts. There was no obstruction at 
the ampulla and a number 18 catheter was readily 
passed into the duodenum. The ducts were then 
thoroughly irrigated and considerable gravel was 
washed out of the hepatic ducts. A Maingott T 
tube was placed in the common duct and held in 
place with 000 chromic catgut. The abdomen was 
then closed in layers, using interrupted quilting 
cotton sutures throughout. 

Her postoperative course was excellent except 
for her second day when she developed some car- 
diac arrhythmia, but this quickly cleared up and 
no difficulties were encountered. Her T tube was 
removed on February 27, after a lipiodal cholangio- 
gram proved to be normal. Her clinic follow-up 
has shown no complications. The patient states 
that she feels better than almost as long as she can 
remember. 

Chemical analysis showed the stones to be the 
oxalate type. 

DISCUSSION 

In analyzing this patient’s history we 
find that she has been having intermittent 
jaundice for 62 years of her 69 years. Her 
first attack probably was malaria, but the 
attacks following that most certainly were 
due to biliary tract pathology. Despite the 
long duration of gallbladder pathology, her 
liver function has remained fairly good as 
shown by the hippuric acid test. She never 
seems to have developed a complete ob- 
struction to her common duct and her acute 
attacks seem to be due to the passage of 
stones through the cystic duct. This woman 
has been under the care of many physicians 
during her long illness and yet not one of 
them suggested surgical therapy to her. 
Even our own medical department believed 


her too old to consider a surgical opin- 


ion. This certainly illustrates that there is 


still considerable reluctance on the part of 


the profession to recommend operation for 
chronic biliary tract disease. There can be 
no question that operation was attended at 
a much greater risk to the patient at this 
time when an emergency operation had to 
be done, than eight years ago when her doc- 
tor considered her too old for an operation. 


On careful medical management many of 
these patients say they are free of symp- 
toms, but as this patient expressed it she 
now felt better than almost as long as she 
could remember. In other words these pa- 
tients learn to tolerate moderate discom- 
fort and pass that off as the way they 
would normally feel; and it is not until their 
pathologic gallbladder is removed that they 
realize that they really had not been free of 
symptoms during their apparent remis- 
sions. We have found this to be true of 
many of the patients we have followed in 
our clinic. 


The occurrence of oxalate stones in the 
biliary tract raises another problem. Pre- 
sumably they should not form in the alka- 
line fluids present. The laying down of cal- 
cium salts has been shown to be due to ob- 
struction to the cystic duct.*:!':'*:'"" We have 
carefully checked the analysis of these 
stones and can offer only the following ex- 
planation for their formation: during her 
long illness at some time or other she devel- 
oped a biliary tract infection which acidi- 
fied the contents of her gallbladder and this 
made possible the deposit of oxalate salts in 
these stones. 

REFERENCES 
1. Lahey, FF. H.. and Swinton, N.:  Stenes in th 


mon and hepatic bile ducts, New England J. M.. 216 :1270 


135. 
2. Bakes, J.: On the 


passages and on the 


drainageless surse 
methodical dilatation 
Zentrabl. f. Chir., 55:1858, 1928. 

David : Instrumental « 
papilla of Vater and the dislodgement 
erade 


Cheever, 


contribution to 
1S 21060, 


irrigation: a 
passages, Arch. Sure., 
4. Cattell, Rk. B Indications for the 
the common bile duct, Surg. “lL N. Amer 
». Boyce, FL k The Role of the Liver and Surge? 
Chas. C. Thomas Co., 1941. 
6. Judd, E. &. Cases from the clini 
Surg. Cl. N. Amer., 1920, 
7. Best, R. R., and Hicken, N. F.: 
mediate cholangiography, 
1957. 
8. Phemister, D. B.. Aronsohn, H. B.. and Pepinsky, R 
Variations in the cholesterol, bile pigments, and calcium 
salt contents of gallstones formed in the ] 


1920. 


9:8, 
Surg. 


Gynec. and Obst., 


calllladder and 





5638 


in the biles ducts with the degree of associated obstruction, 
Ann, Surg., 10 :161, 1939. 

% lute, H. M.: Common bile duct stones without 
jaundice, Surg. Cl. N. Amer., 11 :261, 1951, 

Ww Cole, W. H.: Obstruction of the common bile duct 
by stones, Illinois M. J., 76:512, 1950. 

11 Vhemister, D. B., Day, L., and Hastings, A. B.: 
Calcium carbonate gallstones and their experimental pro- 
duction, Ann, Surg., 96:595, 1952. 

Iv. Cutler, E. C., and Boggs, R.: Relation of cystic 
duct obstruction to deposition of calcium in the human 
gallbladder, J. A. M. A., 104:1226, 1035. 

1 Wilkie, A. L.: The bacteriology of 
Brit. J 15 :450, 1028. 


cholecystitis, 


Surg., 
SE tee eee 
INFECTION—AN ETIOLOGIC FACTOR 
IN DIABETES MELLITUS 
VINCENTE D’INGIANNI, M. D. 
NEW ORLEANS 

The following cases are presented to 
show the reaction in diabetes mellitus when 
foci of infection have been removed. In each 
of these cases the glucose tolerance test 
showed return to normal after treatment in 
this manner. It can be well appreciated 
that this small number of cases is no cri- 
terion for proof. However, results were so 
satisfactory that they were thought worthy 
of reporting at this time.* 

CASE No. 1 

Mrs. L.. a white female, 71 years old, a known 
diabetic for the past fifteen years, used various 
kinds of supports to walk; her vision was becom- 
ing progressively worse, and she found it diffi- 
cult to rest at night due to pain in the lower ex- 
tremities and in the area. Exertion 
caused marked dyspnea; she was not comfortable 
unless she slept on pillows. She com- 
plained of palpitations and frequent attacks of 
dizziness. Roentgenograms revealed evidence of 
hypertrophic arthritis. 


sacro-iliac 


several 


The blood sugar reading 
was 210 mg. per 100 c¢. ¢. (fasting blood sugar) ; 
after being on a limited diet the reading was 180 
mg. at the end of the third hour. Ophthalmic ex- 
amination revealed multiple retinal hemorrhages. 
This patient had been on a limited diet with 30 
units of protamine zine insulin daily. Roentgeno- 
grams of the jaw edges showed many areas of 
necrosis of the bone. On November 5, 1945 these 
areas were opened and curetted. Twenty-four 
hours later the fasting blood sugar was 62 mg. 
per 100 ¢. ¢.; November 9 it was 110 mg., and on 
November 12, 96 mg. The glucose tolerance test 
made November 15 was as follows: 
Fasting 71 mg. 
250 mg. 
7 mg. 
84 mg. 


*Other cases will be reported on 
future. 


in the near 
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On the third postoperative day the patient was 
able to walk unsupported, and was not troubled 
at night with pain in her lower extremities. Dysp- 
nea was no longer present, attacks of dizziness 
had disappeared, as well as the heart palpitations, 
Her vision improved. 

CASE No. 2 

Mrs. V., is a white female, 46 years of age, 
whose chief complaint was loss of weight. A phy- 
sical examination revealed no significant findings 
except marked infection about the lower teeth. 
Fasting blood sugar was 180 mg. After a limited 
diet it fell to 148 mg. She had been on 20 units 
of protamine zinc insulin daily, yet she failed to 
gain weight or to feel well. A roentgenogram re- 
vealed infection of the mandible. Under local 
anesthesia the infection was eradicated. Forty- 
eight hours later the blood sugar reading was 68 
mg.; two days later, 84 mg. The glucose tolerance 
curve done two weeks later revealed the following 
findings: 

Fasting 94 mg. 

1 210 mg. 

2 186 mg. 

3 92 mg. 
CASE No. 3 

Mrs. R., a white female, aged 21, complained 
of fatigue, loss of weight, listlessness, and lack of 
interest in her surroundings. There were no 
significant physical findings except for one badly 
cavitated tooth and another fitted with a gold 
crown. Roentgenograms revealed marked infec- 
about the roots of these teeth. Fasting 
blood sugar was 168 mg. The patient was ad- 
vised to have one tooth extracted and the crown 
from the other. This was done 
within 48 hours the blood sugar dropped to 62 
mg.; two days later it was 88 mg. After eating a 
full breakfast it rose only to 112 mg. The patient 
did not return for a tolerance check. She has 
gained six pounds since the tooth extraction. 


tion 


removed and 


COMMENT 

It should be repeated that these cases 
were considered worthy of presentation be- 
cause they were all proved diabetics, whose 
glucose tolerance curves returned to nor- 
mal after removal of the foci of infection. 
Postoperatively, the patients were no longer 
on restricted diets and discontinued insulin. 
They showed other signs of improvement: 
gain in weight, improved vision, and a feel- 
ing of well-being, which boosted their mo- 
rale. How long such an improved state will 
persist is not known. However, its exist- 
ence is noteworthy. The relationship be- 
tween the secretions of the islands of Lang- 
erhans and the infection was not clarified, 
and needs delving into. 
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PATHOLOGY OF BOECK’S SARCOID 
C. T. STONE, JR., M. D. 
GALVESTON, TEXAS 
INTRODUCTION 
A discussion of this topic was undertaken 
with several concepts and designs in mind. 
An attempt has been made to find and 
describe in some orderly sequence the eti- 
ology, pathology and clinical findings of 
the disease, and present it in such a manner 
that essential items and facts which are 
necessary for the recognition of the disease 
will be retained by the readers. Although 
the disease is a relatively rare clinical find- 
ing, nevertheless it is a distinct clinical 
entity and as such should be borne in mind 

in differential diagnosis. 

The disputed and complex subject of the 
etiology has been investigated and its vari- 
ous aspects will be presented. I have merely 
reviewed the literature and my conclusions 
are governed accordingly. 

HISTORICAL 

Jonathon Hutchinson, in 1869, observed 
a patient with purplish raised lesions on 
the skin of the front of the legs and on 
the fingers, which were neither painful nor 
tender. Hutchinson recorded the case in 
the literature in 1875. In 1889, ten years 
before Boeck, Besnier described a skin le- 
sion which he called lupus pernio. In 1899, 
Caesar Boeck described the morbid histol- 
ogy of the skin. In 1902 Kienbock, a radi- 
dlogist, described curious “cysts” in the 
bones of the toes of a 27-year-old patient 
—his findings were credited to syphilis 
which was also present in this individual. 
Kriebich, in 1904, definitely associated sim- 
ilar lesions with lupus pernio. In 1910, 
Rieder described similar findings in the 
bones of the toes. In 1915, Kuznitsky and 
Bittorf reported a case of skin “sarcoid” 
With visceral involvement. Schaumann, in 
1917, described in detail histologic appear- 
ances in lymph nodes and osseous lesions 
in lupus pernio. Jungling (1919) described 
again the cystic changes in bone and called 


the lesion “osteitis tuberculosa multiplex 


’ 


cystica.” Numerous articles have appeared 
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since this time dealing with the 
phases of the subject. 


varied 


Various names have been applied to this 
disease, a few of the more important ones 
follow: Boeck’s disease, Besnier’s disease, 
Besnier’s Boeck’s disease, Tenneson’s dis- 
ease, benign lymphogranulomatosis, sarcoid. 
multiple benign skin sarcoid, osteitis tuber- 
culosa multiplex cystica, miliary lupoid, 
lupus pernio, Mortimer’s disease, and 
Schaumann’s disease. 


ETIOLOGY 

1. Many attempts have been made to link 
the disease with tuberculosis in some form. 
Boeck, in 1905, thought the etiologic agent 
was benign tuberculosis. In 1917 Schau- 
mann linked the cause of the disease with 
benign tuberculosis of bovine type. Kyrle, 
of Germany, considered sarcoidosis as a 
foreign body type of reaction due to dis- 
integration products of the tubercle bacil- 
lus. Ray and Shipman have suggested that 
the lipoids of the tubercle bacillus are the 
etiological agents. In 1938, Max Pinner® 
stated very definitely that the etiology was 
the same as pulmonary tuberculosis, t! 
difference in the two diseases was to be 
found in the fact that tubercle bacilli could 
be isolated and stained in sections made 
in the early stages of sarcoidosis, and that 
as the lesions aged the bacilli were removed 
by some mechanism of the pathologic pro- 
cess and could no longer be found. Kravity', 
in 1941, says that the tubercle bacillus plays 
no part in the disease although frequently 
the two diseases may be found in the same 
person. The consensus at the present time 
seems to be leading away from the idea 
that the tubercle bacillus is responsible. 


2. It has been suggested that a non- 
specific tissue response which may be 
evoked by a variety of pathogenic agents, 
such as leprosy, syphilis, leishmania, yaws, 
brucellosis and lymphogranuloma venere- 
um, is responsible (Levitt’). 

3. This Boeck’s 
should be considered as a type of Ivmpho- 


disease, sarcoidosis, 


reticular (reticulo-endothelial) tissue com- 
parable to Hodgkin’s disease, and leukemia, 
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and should be called a reticulosis (Pullinger 
and Ross). 

4. Frazier and Hu consider that luetic 
involvement is the usual etiology. However, 
the question has been raised as to whether 
or not the disease once started gives rise to 
a false positive Wassermann reaction. 
Many observers are of the opinion that 
just such a reaction occurs.” 

5. Kiss-meyer and Nielson suggest that 
a virus which causes infectious granuloma 
of a chronic nature is to be strongly con- 
sidered. 

6. Neoplasm — (Spiegler-Fendt type of 
sarcoid).* 


INCIDENCE 
Until February of 1944, 44 cases had 
been described in the literature.” The ma- 
jority of the reported cases occur in fe- 
males, the white race seems to be more fre- 
quently affiicted. The age of the victims 


varies from 60 days to 67 years, with the 
average lying between 20 and 40 years. 
Social status seems to have only a very lim- 


ited effect, if any at all. 


PATHOLOGY 

The histopathology of the variously lo- 
cated lesions of the disease is uniformly 
constant and it might be well to begin a 
discussion of the pathologic picture with 
the histology. It is understood, of course, 
that the lesions vary in their histologic na- 
ture with the usual findings of the tissue 
which has become affected. These lesions 
appear as collections of large epithelioid 
cells arranged in the form of miliary tu- 
bercles, sometimes lying as isolated struc- 
tures, in a normal tissue, and again as 
strands or groups of cells. Such cell collec- 
tions may almost completely replace the 
normal tissue. They are not, as a rule, out- 
lined by a row of lymphocytes as a zone of 
inflammatory change, although in some 
lymphocytes may be found. In 
3oeck’s sarcoid the absence of inflam- 
matory changes is a characteristic finding. 
Occasionally one or more large giant cells 
may be found in the center and more rare- 
lv in the periphery of the tubercle. There is 


cases 
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a marked absence of caseous material, cal- 
cification and necrosis in general. The 
lesions closely resemble an epithelioid mil- 
iary tubercle. There is a marked tendency 
toward fibrous degeneration. The his- 
tologic picture which has been described 
here is usually maintained in the tissues for 
a long while, and in the terminal stages of 
the disease may either regress through a 
fibrous reaction or may kill the patient by 
virtue of its location in or around vital 
organs. 
HEMATOLOGY AND TUBERCULIN REACTIONS 

There is usually a slight anemia, an 
eosinophilia, the erythrocyte sedimentation 
rate is increased and the serum proteins 
are found to rise to levels of 9.0 to 9.6 
grams per cent. During the early stages of 
the tubercles there may be found a mono- 
cytosis in the peripheral blood which is due 
to the excitaton of the reticulo-endothelial 
system; this is, however, a transitory find- 
ing and is generally absent in the later 
stages of the disease. 


It has been noted by many observers that 
the tuberculin reaction becomes negative in 
those who have the disease in its later 
stages. Even in those persons who have a 
positive reaction to the antigen of tuber- 
culosis in the early stages of the disease, the 
reaction gradually becomes less intense in 
positivity and toward the end of the disease 
the reaction is almost one hundred per cent 
negative. 

GROSS PATHOLOGY 

According to Hannesson* the most fre- 
quent sites of involvement are lymph 
nodes, lungs, liver, spleen, and bone mar- 
row, with the skin being more frequently 
involved than any other organ. 

Hutchinson’s original account of the dis- 
ease dealt with unknown lesions of the skin 
which brought the patient to the attention 
of the doctor in the first place. The lesions 
of the skin may be variously described. The 
first class of skin lesions is the so-called 
lupus pernio. These lesions are most fre- 
quently found on the nose, cheeks, lobes of 
the ears, fingers and toes, as reddish in- 


filtrations of the skin localized in the sub- 
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cutaneous tissue. The border of the lesion 
is usually sharp. The second class is the 
so-called miliary lupoid, which is an erup- 
tion of fine red papules on the cheeks, fore- 
head, extensor surface of the arms, but- 
tocks, and the back. The papules may be 
smooth or there may be hyperkeratosis. 
Others may be similarly located and nod- 
ular. They may scale although they never 
ulcerate. Central flattening may cause an 
annular appearance. In these annular le- 
sions telangiectasis and pigmentation are 
common. The third class is the angio 
lupoid. This form is less common and con- 
sists of soft areas by the base of the nose 
which are markedly telangiectatic. The 
fourth and last class is called erythro- 
dermie sarcoidique. The lesion here con- 
sists of large serpiginous areas on the 
thighs and the front of the legs. 

A most important category of the lesions 
of sarcoidosis is lymphadenopathy and 
splenomegaly. The enlargement of the 
lymph nodes is one of the most character- 
istic findings. The enlargement may be 
local to a given area or it may be general- 
ized, a generalization of the lesions is more 
common than a local lesion. It should be 
mentioned that one of the chief manifesta- 
tions of the disease is the acute distress due 
to pathologic physiology which is brought 
about through the presence of the tubercles 
in or around vital organs, although as we 
shall presently see this is not the only way 
in which symptoms may be brought about. 
A common site of involvement is the glands 
in the hilum of the lungs. Abdominal nodes 
are probably enlarged also but by usual 
palpatory methods the detection of the ab- 
dominal nodes is very difficult. The 
enlarged nodes are smooth, painless, and 
insensitive, discrete and freely movable, 
assuming, of course, that the lesions of 
sarcoid are not involved in secondary in- 


flammatory changes. Splenomegaly is one 
of the most outstanding signs of the dis- 
ease. The enlargement is almost uniformly 
present and the size is very large. 

In a consideration of the pulmonary 
lesions many different phases come under 
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consideration. The periadventitial cells of 
the smaller arteries in the interalveolar 
septa are active elements of the reticulo- 
endothelial system. The sarcoids may fre- 
quently be localized in the lungs, that is, in 
the parenchyme proper. The _ bronchial 
nodes are very commonly involved. Peri- 
bronchial nodes are even more frequently 
involved. In some cases a reticulated ap- 
pearance of the lungs may be found. X-ray 
shadows usually extend from the roots of 
the lungs toward the bases and not in the 
direction of the upper lobes or apices. The 
miliary lesions may result in the volume 
of blood passing through the lungs becom- 
ing reduced and the right ventricle has to 
overcome this resistance. In these cases 
dyspnea and cyanosis are common; the 
right ventricle enlarges and progressive 
myocardial damage occurs. However, pul- 
monary symptoms may be minimal and the 
x-ray examination shows massive invasion 
of the lungs. Several radiological appear- 
ances have been noted. There may be en- 
largement of the hilar nodes with compres- 
sion of a bronchus and this in turn may lead 
to an atelectasis of this part of the lung. 
At times a chronic interstitial fibrosis oc- 
curs. And lastly, there may be developed 
multiple miliary foci. Longcope and Pier- 
son® report that in several of their cases 
which have been followed over a long period 
of time, a regression of the nodes which 
were originally picked up by roentgen ex- 
amination. 

The reticulo-endothelial system of bone 
is another site of predilection for develop- 
ment of Boeck’s sarcoidosis. Nielson esti- 
mates that bone lesions are found in 20 
per cent of cases. The characteristic 
changes nearly always develop in the phal- 
anges of the toes and the fingers but in 
rare instances long bones may become af- 
fected. Sanes and Smith,'® in 1934, report- 
ed a case in which the typical cystic lesions 
were found in the long bones of the lower 
extremities, the tibia and the fibula. How- 
ever, this particular patient had a history 
of an active tuberculous process of the 
lungs and there seems to be some doubt as 
to whether or not this was a lesion typical 
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of Boeck’s sarcoid. Areas of bony involve- 
ment may also be accompanied by cyanosis 
and occasionally by a bluish red discolora- 
tion. There may be no evidence of active 
disease other than a clubbing and broaden- 
ing of the ends of the fingers. Usually joint 
involvement is not painful although in some 
cases the opposite may be the case. In ad- 
vancing cases of the disease malformations 
and mutilations of marked degree are com- 
mon. The periosteum and joints are spared 
in a process which causes extensive damage 
to the medullary portions of the phalanges. 
The normal bone is replaced by a lace work 
structure with small areas of rarefaction 
surrounded by areas of increased density. 
The change is not cystic but is rather a 
granulomatous infiltration into the medul- 
lary canals with destruction of portions of 
the medulla. The pathological process be- 
gins in the marrow always. There may be 
two types of bone change: (1) multiple, 
circular punched out areas of rarefaction 
and reticulation; (2) there may occur a 
general atrophy of the skeleton of the hands 
and the feet. 

Last but certainly not least by any means 
are the lesions of the eye and the orbit 
which this disease gives rise to.” Accord- 
ing to Snapper and Pomper a great num- 
ber of the victims of the disease present 
themselves to the ophthalmologist first be- 
cause of the frequency of eye lesions. In 
the opinion of Hannesson the incidence is 
in the neighborhood of 10 to 30 per cent. 
Cutaneous lesions may present themselves 
on the eyelids and may be localized or may 
be only a manifestation of the generalized 
sarcoidosis. The lacrimal glands are sus- 
ceptible of involvement. Conjunctival and 
corneal lesions are extremely rare. Kerati- 
tis filamentosa is an infrequent complica- 
tion of Boeck’s sarcoidosis, resulting from 
lacrimal involvement which causes a spars- 
ity of secretion. Of the various parts of the 
uveal tract, the anterior portion is most 
commonly involved. Usually a_ painless 
chronic plastic iridocyclitis, with little or no 
pericorneal infection, a marked descemet- 


itis exudation into the anterior chamber, 
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multiple synechiae and most frequently iris 
nodules occur. Both eyes are usually in- 
volved. The association of the lesion with 
parotid enlargement, accompanied by facial 
paralysis forms the uveo-parotid syndrome 
or the so-called uveo-parotid fever. A spon- 
taneous remission may occur or the lesions 
may progress to phthisis bulbi and blindness 
of one or both eyes is the result. Iritis is com- 
mon. The lesions are very similar to tuber- 
eulosis and a clinical diagnosis can only be 
made by finding other systemic manifesta- 
tions of the disease. Lesions of the choroid, 
retina and optic nerve are very infrequent. 
Lesions of the optic nerve when present are 
seen as papillitis accompanying uveitis or 
as papilledema of the optic nerve. and 
atrophy secondary to intracranial localiza- 
tion. 

As a concluding word, the various posi- 
tions of the lesions in the body might well 
be enumerated; lesions have been found in 
the parotids, hypophysis, breast, mucosae 
of the pharynx and the larynx, knee joint, 
nervous system (with the basal portions of 
the brain predominating in frequency). 
Nickerson,’ in 1938, reported lesions in the 
myocardium, endocardium, pancreas, testis, 
vertebral and femoral marrow. Also in 
1938, Spencer and Warren!" reported le- 
sions in the kidney and in the thyroid 
gland for the first time. 


SUMMARY 

An attempt has been made to review the 
later publications dealing with Boeck’s 
sarcoidosis. A brief but complete historical 
account has been made. The moot subject 
of etiology has been brought to the front, 
the opinions of the various authors and in- 
vestigators have been mentioned. The gross 
and microscopic pathology as well as the 
most common sites of lesions have been 
presented. 

CONCLUSIONS 

1. Boeck’s sarcoid is a rare disease which 
should be suspected whenever lymphaden- 
opathy of unexplained origin is encoun- 
tered. 

2. The etiology of the disease remains 
unknown. 

3. The 


histopathologic picture of the 
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lesions, irrespective of their location is 


identical. 

4, Diagnosis can only be made positively* 
by microscopic examination of biopsy sec- 
tions. 
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EXTRA-INTESTINAL AMEBIASIS AND 
ITS DIAGNOSIS* 
BEN T. GALLOWAY, M. D. 
NEW ORLEANS 

According to Craig, the geographic dis- 
tribution of amebiasis is probably world- 
wide, for wherever infection with Endamo- 
eba histolytica has been looked for it has 
been found. Amebiasis is much more com- 
mon in tropical and subtropical areas. 
However, in districts of poor sanitation 
with temperate and cold climates, the inci- 
dence of infection may be surprisingly high. 
It has been estimated that from 5 to 10 
per cent of the population of this country 
is infeeted with Endamoeba histolytica. 





Amebiasis merits far greater attention 
than is usually given to it for several rea- 


sons. In the first place it is much more 
common than is generally believed. It may 
give rise to very serious symptoms and be 
disabling; or, as a result of one or more 
of its numerous complications, it may be 
the direct cause of death. The likelihood 
of occurrence of these dangerous complica- 
tions seems to be roughly proportional to 


“Awarded the Walter Reed Memorial Medal of 
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the chronicity of the disease. Amebiasis 
is amenable to treatment and can usually 
be cured by modern methods of therapy. 

Endamoeba histolytica is capable of in- 
vading practically all of the organs and 
tissues of the human body. Such invasion 
nearly always takes place from the intesti- 
nal tract where the primary infection oc- 
curs. These extra-intestinal sites of metas- 
tases are quite numerous and constitute 
some of the most important and serious dis- 
ease states, producing both medical and sur- 
gical problems. Various diagnostic prob- 
lems may be created as a result of amebic 
involvement of distant organs. However, 
if the physician is cognizant of this fact; 
and if he gives due consideration to the 
numerous available laboratory procedures 
which have proved so helpful in the diagno- 
sis of extra-intestinal amebiasis, he will 
find the diagnosis quite easy in the majority 
of cases. 

Thus, it seems justificable to attempt a 
discussion of these extra-intestinal lesions 
and to present the findings accumulated 
from the literature which have proved to 
be so helpful in directing the physician’s 
attention toward the correct diagnosis. It 
is quite impossible to relate in detail all the 
interesting and important facts concerned 
with each type of lesion. Therefore, the 
greatest part of this paper will be devoted 
to the most frequently encountered organ 
lesions due to infection by Endamoeba his- 
tolytica. These will be considered in detail, 
whereas the less common lesions warrant 
only a brief discussion. A number of the 
reported extra-intestinal complications are 
so rare as to be considered medical curios- 
ities. 

AMEBIC HEPATITIS AND AMEBIC HEPATIC ABSCESS 

The most important and by far the most 
common of all the complications of ame- 
biasis is amebic infection of the liver. It 
is difficult to determine accurately the rel- 
ative frequency of complicating amebic he- 
patitis and hepatic abscess in intestinal 
amebiasis. Statistics vary considerably and 
depend upon a number of factors. Statis- 
tical analysis based on postmortem cases re- 
veals a higher incidence of this complica- 
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tion than those based upon clinically ob- 
served infections. In one series of 5211 
fatal cases of amebiasis 36.6 per cent had 
hepatic abscess. Futcher reported 27 cases 
of liver abscess as occurring among 119 
clinical cases of amebic dysentery. In Ochs- 
ner’s and DeBakey’s review of the literature 
160 (17.1 per cent) of 1933 cases had he- 
patic involvement. A large proportion of 
liver abscesses are amebic in origin. Be- 
tween 1928 and 1941, 287 patients with liver 
abscess were treated at Charity Hospital of 
Louisiana; 181 (63 per cent) were amebic 
abscesses while 106 (37.0 per cent) were 
non-amebic. 

The sex factor seems to play a definite 

role in the development of amebic hepatitis 
and hepatic abscess. Of Ochsner’s and De- 
Bakey’s 181 cases 157 (86.7 per cent) were 
males. This is obviously due to the preva- 
lence of amebic dysentery among the male 
population. The above complications usual- 
ly occur during adult life. In the same 
series of cases mentioned above the young- 
est was 6 years old, the oldest 70 years old; 
and the average age was 40. The greatest 
incidence seems to be during the fourth and 
fifth decades. 
All races are susceptible. In the tropics 
the Europeans are much more susceptible 
than the natives. This is thought to be due 
to the partial immunity of the native to the 
effects of parasite acquired by constant in- 
fection since childhood. Buchaman, of In- 
dia, reported hepatic involvement in one out 
of every 628 native dysentery cases and one 
out of every 18 European cases. Ochsner 
and DeBakey reported 108 white cases as 
compared to 74 colored cases in New Or- 
leans. Alcoholism, traumatism, exposure, 
improper diet, and lowered resistance seem 
to have a definite predisposing influence 
upon the development of amebic hepatitis 
and hepatic abscess. 

Concerning the pathogenesis of liver ame- 
biasis, amebic abscess and hepatitis are the 
result of the invasion of the liver by the 
ameba. There are three possible routes: 

1. Direct extension through the bowel 
wall, peritoneal cavity, and capsule of the 
liver. 
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2. Extension by the lymphatic route. 
Most observers think this is the rarest meth- 


od of spread. 


3. Extension from the bowel through 
tributaries of the portal vein. This is gen- 
erally thought to be the most common meth- 
od of extension. 


According to Rogers, “if amebae happen 
to reach some part of the liver in such num- 
bers sufficient to cause clotting of several 
contiguous small veins so as to interfere 
with the blood supply enough to produce a 
small focal necrosis with consequent soft- 
ening of the walls of the veins allowing 
escape of the amebae into the soft tissue, 
the commencement of an abscess results.” 
Once the process begins, further spread of 
the organisms occurs along the open veins 
with further destruction of liver paren- 
chyma and extension of the cavity in con- 
centric circles until a fibrinous capsule sur- 
rounding the abscess develops.? 

In the development of amebic hepatitis 
and abscess the two factors which play 
prominent roles are: (1) production by the 
amebae of intrahepatic portal thrombosis 
and infarction, and (2) the cytolytic activ- 
ity of the amebae. The organisms lodge in 
the smaller portal radicals producing throm- 
bosis with typical infection and consequent 
focal necrosis. 

The amebae may be found in the zone of 
necrotic tissue adjacent to the outer dense 
fibrotic abscess wall. They are rarely 
found in an old abscess wall. The or- 
ganisms are seldom found within the con- 
tents of the cavity as the abscess is usually 
sterile, although at times it may be sec- 
ondarily invaded by streptococcus and 
staphylococcus. Ochsner and DeBakey re- 
ported amebae to be found in 16.5 per cent 
of the abscess cavities. 

From the standpoint of pathology there 
is considerable variation in the general ap- 
pearance of the liver with an hepatic ab- 
scess—depending upon the location, degree 
and stage of development. The liver is 
usually enlarged. A localized peritonitis is 
usually present on the surface in cases in 
which the abscess lies near the capsule. Ad- 
hesions to the diaphragm are present in 
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those peripherally located abscesses in the 
dome of the liver. Councilman and Le- 
fleur give three sizes in their classification 
of abscesses : 

1. Small abscesses which are usually 
acute. 

2. Large abscesses with a partially fi- 
brous wall. 


» 


3. Chronic abscesses with a dense fi- 
brous shell. 

The contents of an amebic hepatic ab- 
scess tend to be rather viscous and choco- 
late-brown in color. Some observers have 
compared the abscess contents to anchovy 
sauce and chocolate sauce. With secondary 
infection the contents become purulent and 
may take on a greenish yellow creamy 
character. In the early stages the abscess 
wall is hardly visible. Later there is a thick 
fibrous tissue capsule which walls off the 
contents of the cavity. 

Amebic abscesses usually occur in single 
form, although not infrequently multiple 
abscesses are present. They occur most 
commonly in the right lobe near the dome 
of the liver or on the inferior surface near 
the hepatic flexure of the colon. Ochsner 
and DeBakey report the following infor- 
mation: 

1,848 (84.7 per cent) — 
right lobe 

2,179 cases— 

331 (15.2 per cent) — 
left lobe 

1.048 (65.0 per cent) — 
single abscess 

1,609 cases— 

561 (34.9 per cent) — 
multiple abscesses 

The diagnosis of hepatic amebiasis is fre- 
quently made from the clinical manifesta- 
tions alone. The onset is variable. It may 
be acute, subacute, or insidious—depending 
upon a number of factors. The clinical 
manifestations of this complication may de- 
velop during or immediately following the 
stage of acute intestinal amebiasis, during 
active or quiescent periods of chronic intes- 
tinal amebiasis, in healthy carriers, or in 
patients who have never had dysenteric 
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manifestations of intestinal amebiasis. 
Usually clinical evidence of amebic hepati- 
tis appears early in its development. The 
period elapsing between the dysenteric 
manifestations and the onset of liver in- 
volvement is usually from one to three 
months but this is subject to a great deal 
of variation. Cases have been reported in 
which an amebic hepatic abscess developed 
20, 30 and 43 years after the dysenteric 
symptoms. 

It is extremely important to recognize 
amebic hepatitis during its early develop- 
ment. In the early presuppurative stage 
there is invasion of the liver by the amebae 
but there is no true abscess formation. If 
the diagnosis is made at this time, the insti- 
tution of appropriate therapy may prevent 
the progression to abscess formation. The 
onset at this stage may be acute or chronic. 
In the acute form the clinical manifesta- 
tions are readily evident, quite pronounced, 
and develop rapidly, whereas in the latter 
they are much less distinctive and develop 
more gradually. In Ochsner and DeBakey’s 
series of 181 cases (37.6 per cent) were 
acute and 113 (62.3 per cent) were chronic. 
In the acute group the average duration 
was from 10 days to two weeks. In the 
chronic group the average was from three 
to six months. Wijerama found in his series 
of 48 cases that the duration was from 
three days to six months with an average 
of four weeks. 

The clinical manifestations of amebic 
hepatic and hepatic abscess may be di- 
vided into two groups: (1) systemic; (2) 
focal. Fever is undoubtedly the most com- 
mon systemic manifestation. Wijerama 
reported an incidence of 87 per cent in his 
48 cases. Palazuelos and Lerner record an 
incidence of 89 per cent. Manson-Bahr re- 
ported the presence of fever in 85 per cent 
of 45 cases. In Ochsner and DeBakey’s 181 


cases, fever was the most frequent systemic 


manifestation—occurring in 84.5 per cent. 
There is great variation in the character 
and degree of pyrexia, depending upon the 
type of onset and the presence or absence of 
infection and 


secondary other complica- 
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tions. In the acute forms the fever is high 
and intermittent or recurrent, whereas in 
the chronic type it may even be absent. 
Usually the fever is of a low grade type and 
intermittent in character. Definite hyper- 
pyrexia which is septic in type usually in- 
dicates secondary infection. 

Other systemic manifestations are weak- 
ness, loss of weight, anorexia, diarrhea, 
chills, and profuse perspiration, nausea, 
and vomiting, sallowness, and jaundice. 
These are largely dependent upon the ex- 
tent of hepatic involvement and the devel- 
opment of secondary infection. Weakness 
and weight loss are usually commonly pres- 
ent and tend to be more pronounced in 
chronic extensive abscesses. Anorexia, 
nausea, and vomiting are frequently ob- 
served in the early stages. In chronic ab- 
scesses these symptoms are not commonly 
present. Chills and profuse perspiration are 
more likely to occur in the early cases. 

Some observers have reported a peculiar 
sallowness or dirty yellowish tinge of the 
skin as part of the clinical picture seen in 
these cases. This is more likely to be en- 
countered in chronic abscesses of long dura- 
tion and extensive involvement. Actual 
jaundice occurs relatively infrequently and 
when deep is indicative of extensive hepatic 
destruction. The incidence of jaundice 
varies from 3 to 33 per cent. 

As previously stated, one should remem- 
ber that amebic hepatic involvement occurs 
in a relatively large number of patients who 
have never had a previous diarrhea. This 
is a particularly significant fact in the diag- 
nostic consideration of amebic abscess of 
the liver. Jayasuriya reported the inci- 
dence of preceding diarrhea as being 45 per 
cent in his series of cases; Manson-Bahr 
reported 60 per cent, and Ochsner and De- 
Bakey 67.2 per cent. In the latter group 
only 25, 4 per cent, had diarrhea on admis- 
sion to the hospital. 


One can expect that in one-third to one- 
half of cases no history of diarrhea will be 
The probable explanation for 
the relative high incidence of amebic hepa- 
titis in the absence of antecedent diarrhea 


obtained. 
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is based upon the frequency of localization 
of amebic infection to the right half of the 
colon and the respective difference in the 
function of the right and left halves of the 
colon. Relative slight infection of the sig- 
moid and rectum produces irritation and 
excessive secretions of fluids with conse- 
quent dysenteric manifestations, whereas 
similar lesions limited to the cecum and as- 
cending colon do not cause diarrhea because 
fluid is absorbed in its passage through 
the uninvolved and normally functioning 
left colon. 

The earliest and most common local mani- 
festations of amebic hepatitis are pain and 
tenderness in the region of the liver. Va- 
rious observers have reported the incidence 
to be 75 per cent to 100 per cent. This pain 
varies in nature from dull aching discom- 
fort to a severe sharp pain. It is usually 
located directly over the liver, although it 
may be most pronounced immediately below 
the right anterior costal margin, in the epi- 
gastrium, about the ninth interspace in the 
axilla or posteriorly over the twelfth rib. 
The pain may radiate to the right or left 
shoulder. This is seen in from 3 per cent 
to 16 per cent of the cases. The probable 
explanation is on the basis of diaphragmatic 
irritation. Ludlow has reported a sign 
which he considers to be of diagnostic value. 
This consists of a deep seated pain produced 
by a sudden thrust of the end of the finger 
over the liver. This point is usually two 
inches below the right costal margin. 
Subxyphoid tenderness in a case of amebic 
hepatitis has been described as Castellani’s 
sign. 

The next most common local manifesta- 
tion of amebic hepatitis and hepatic abscess 
is enlargement of the liver. Most observers 
agree that a varying degree of hepatome- 
galy is almost invariably present. The in- 
cidence of this finding varies from 64 per 
cent to 100 per cent. Ochsner and DeBakey 
state that the liver was clinically enlarged 
in 72.9 per cent of their cases. The liver 
may be palpable below the right costal mar- 
gin; there may be widening of the lower 
right intercostal spaces with some restric- 
tion of respiratory movement. On percus- 
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sion liver dulness may extend higher than 
normal, especially in the mid or posterior 
axillary line. Frequently, tenderness and 
rigidity of the abdominal musculature in 
the right upper quadrant can be demon- 
strated. At times there is observed in this 
area a definite localized bulging with red- 
dening and edema of the skin. Associated 
diaphragmatic pleurisy and basal lung 
changes on the right side are common. 
These latter changes are due both to com- 
pression of the lower portion of the right 
lung and also contiguous inflammation. The 
diagnostic findings of thoracic amebiasis 
will be discussed later under pleuropul- 
monary complications. 

There are certain laboratory procedures 
which are of inestimable value as aides to 
diagnosis of amebiasis. The most practical 
and most reliable of these are blood studies, 
stool examinations, and roentgenography. 
Most observers report a moderate leukocy- 
tosis in contrast with the prominent leuko- 
cytosis seen with pyogenic liver abscess. 
In amebic hepatitis and hepatic abscess 
there is no great increased number of poly- 
morphonuclear leukocytes. Manson-Bahr 
found an average of 15,000 white counts 
varying between 8,000 and _ 16,000. 
Jayasuriya, in a study of 73 cases, reported 
leukocyte counts ranging from 10,000 to 
30,000 with an average polymorphonuclear 
percentage of 69 per cent. The lowest 
counts seem to be associated with the larger 
and more chronc abscesses. In the Ochs- 
ner and DeBakey series the average count 
in the acute cases was 16,460. This was 
reduced to 13,000 in the chronic cases. An 
extremely high leukocytosis is indicative of 
secondary infection or acute or pyogenic 
hepatic abscess. 

An associated secondary anemia is pres- 
ent in most cases. This is more pronounced 
in the chronic forms. Ochsner and De- 
Bakey reported an average hemoglobin 
percentage of 72 in the acute cases and 
60 per cent in the chronic cases. The aver- 
age erythrocyte count was 3,872,000 in the 
former and 3,490,000 in the latter. 


In 1927 Craig demonstrated the presence 
of specific complement-fixing properties of 
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Endamoeba. histolytica in the bloed sera of 
persons harboring this parasite. He thus 
established the base of the complement fix- 
ation test. Although Craig believes that 
this test is of practical value in the diag- 
nosis of amebiasis, he nevertheless states 
that it is quite inferior to microscopic ex- 
amination for Endamoeba histolytica in 
the stools, tissues, and exudates. It should 
never be used as a substitute for these 
other tests. It should only be used in those 
cases in which stool and cultural examina- 
tions have been repeatedly negative. Craig 
does not advocate the use of complement 
fixation test. Although Craig believes that 
this test is of practical value in the diagno- 
sis of amebiasis, he nevertheless states that 
it is quite inferior to microscopic examina- 
tion for Endamoeba histolytica in the stools, 
tissues, and exudates. It should never be 
used as a substitute for these other tests. 
It should only be used in those cases in 
which stool and cultural examinations have 
been repeatedly negative. Craig does not 
advocate the use of complement fixation as 
a routine diagnostic procedure. A trained 
serologist is needed, and it is quite difficult 
to obtain an efficient antigen. False posi- 
tive reactions are very rarely obtained. 
Examination of the stools for the pres- 
ence of amebae is a very important labora- 
tory procedure. However, their incidence 
of positivity varies with different investi- 
gators. This subject has been more thor- 
oughly discussed previously in this paper. 
The incidence of positive findings will be 
influenced a great deal by the experience of 
the examiner, the technic employed, and the 
repetition of examination in each case. 
The necessity for doing repeated stool ex- 
aminations cannot be over emphasized. 


X-ray is definitely one of the most re- 
liable diagnostic procedures employed in 
cases of amebic abscesses. It is also im- 
portant to perform fluoroscopic examina- 
tions of the patient in the upright position. 
In uncomplicated abscess of the liver, a dis- 
tinct bulging of the diaphragm is seen 
pointing upward into the lower lung field 
in both the anterior-posterior and lateral 
roentgenograms. It is possible to distin- 
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guish subphrenic abscess complicating a 
liver abscess from that due to other causes. 
In the former there is characteristically 
obliteration of the cardiophrenic angle in 
the anterior-posterior roentgenogram, and 
obliteration of the anterior costophrenic 
angle in the lateral view. In subphrenic 
abscess due to other causes, obliteration of 
the costophrenic angle is present in the an- 
terior-posterior plate and the posterior 
costophrenic angle in the lateral view. 
Miles has shown that whenever abscesses 
occur in the left lobe of the liver, this con- 
dition produces characteristic pressure de- 
formities of the barium filled stomach. The 
-ardia and duodenal cap are displaced and 
the lesser curvature assumes a typical cres- 
centic shape. A positive diagnosis by x-ray 
picture is usually made in 80 per cent to 
100 per cent of the cases of amebic hepatic 
abscess. 

Various aids to x-ray diagnosis have been 
advocated by numerous observers. Some 
have suggested aspiration of pus from the 
abscess cavity and the introduction of an 
iodized oil followed by x-ray studies. In 
this way, the size, shape, and position of the 
abscess may be visualized better and its 
drainage and progress controlled more sat- 
isfactorily. Still others have injected air 
with a small amount of lipiodol followed by 
roentgenograms with the patient in various 
positions. 

The diagnosis of amebic hepatitis and he- 
patie abscess is not difficult if these con- 
ditions are kept in mind and the clinical 
manifestations and laboratory examina- 
tions are given due consideration. Whereas 
the above findings justify a diagnosis of 
amebic hepatic abscess, definite proof de- 
pends upon the demonstration of the typical 
chocolate sauce pus. This is accomplished 
by exploratory aspiration. The hazards of 
hemorrhage and extension of infection fol- 
lowing aspiration may be largely avoided 
by pre-aspiration emetine therapy and 
proper technic of aspiration. The site of 
puncture and direction of the introduction 
of the needle will depend upon the clinical 
and radiologic findings. 
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PLEUROPULMONARY AMEBIASIS 


Thoracic complications of amebiasis us- 
ually result from extension of the process 
in the liver through the diaphragm into the 
thorax. The incidence of pleuropulmonary 
amebic infection varies from 3 to 58.8 per 
cent. This type of involvement occurs most 
frequently during the third and fourth dec- 
ades of life. About 80 per cent of the cases 
are male patients. 

In most instances the involvement of the 
lungs and pleura is a result of direct exten- 
sion from an amebic hepatic abscess due 
to perforation occurring through the dia- 
phragm into the lung, bronchi, or pleura. 
Rarely is the involvement of the lungs due 
to hematogenous and lymphatic spread. 
Rarely, if ever, does the primary infection 
of the lung occur. Netter and Petgetakis, 
however, have described a few cases of 
amebic bronchitis which they considered to 
be of definite primary infectious origin. 


The majority of amebic abscesses of the 
liver occur on the convex surface and in 
the posterior portion of the right lobe. As 
the abscess enlarges it tends to incorporate 
the diaphragm within the wall of the ab- 
scess. There is usually an accompanying 
pleurisy with adhesions which obliterates 
the pleural cavity. Therefore, rupture oc- 
curs more commonly into the base of the 
right lung. If the hepatic abscess has de- 
veloped very rapidly it will tend to rupture 
into the pleural space. 


There are a number of types of pleuro- 
pulmonary ameba infection. The usual 
classification consists of : 


1. Hematogenous pulmonary abscess 
without liver involvement. 
2. Hematogenous pulmonary abscess 


and independent liver abscess. 

3. Pulmonary abscess extending from 
the liver abscess. 
little 


4. Bronchohepatic fistula with 


pulmonary involvement 
5. Empyema extending from a liver ab- 
scess. 
The contents of a lung abscess due to 
amebic infection vary according to its type. 
In the hematogenous abscess the contents 
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are purulent and are in no manner charac- 
teristic. However, in those cases in which 
there is communication between the liver 
abscess and the pulmonary or pleural lesion, 
the contents are usually of the chocolate 
sauce type. Clinical manifestations of 
amebie infection of the lungs and pleura 
vary according to the mode of infection. In 
cases in which infection extends from a 
liver abscess, the first sign is usually a se- 
vere pain in the lower portion of the chest 
on the right side. This is probably due to 
inflammation of the diaphragmatic pleura. 
The pain is frequently referred to the right 
shoulder. An unproductive cough is a com- 
mon symptom in the beginning. Purulent 
and chocolate sauce expectoration occurs in 
cases with communication between the ab- 
scess and a bronchus. Dyspnea and fever 
may occur. In Ochsner’s and DeBakey’s 
series of cases the chief complaints were as 
follows: 

Cough and expectoration—40 per cent. 

Pain in the chest—40 per cent. 

Pain in the right upper quadrant—26.6 
per cent. 

Fever—6.6 per cent. 

Pain in the right shoulder—6.6 per cent. 
Just as in amebic hepatitis, a history of 
diarrhea is obtained in only 30 to 50 per 
cent of the cases. 

The chest findings are those of consoli- 
dation and cavitation. In many instances 
a diagnosis of pulmonary tuberculosis is 
made. In those few cases in which the liver 
abscess first perforates into the pleural 
cavity with the development of an empyema 
the clinical manifestations are those of 
pleural effusion. In addition to the thora- 
cic signs and symptoms the abdominal man- 
ifestations are important. Characteristic- 
ally, the temperature elevation is not high— 
usually averaging from 99 to 101° F. 
Hyperpyrexia and chills probably indicate 
secondary infection. 

As in amebiasis elsewhere in the body, a 
moderate leukocytosis is usually encoun- 
tered in amebic infection of the pleura and 
lungs. There is usually no concomitant in- 
crease in the polymorphonuclear cells. In 
recent pulmonary amebic infection the ame- 
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bae are generally present in the sputum 
and can be demonstrated by microscopic ex- 
amination. The sputum is usually reported 
positive for Endamoeba histolytica in from 
70 to 90 per cent of the cases. The stools 
may or may not contain the amebae or 
cysts. This is due to the fact that frequent- 
ly the colonic process has subsided by the 
time the pulmonary symptoms develop. 

The x-ray picture is quite typical in those 
cases secondary to rupture of an hepatic 
abscess. The roentgenographic findings in 
the case of an amebic liver abscess have 
been previously described. In those cases 
in which perforation into the lung has oc- 
curred, a shadow, triangular in shape, with 
the base toward the liver can usually be 
seen in the roentgenogram. This is es- 
pecially true in the lateral plates but is also 
seen in the anterior-posterior view. In cases 
with hematogenous lung abscess the shadow 
may be located in any part of the lung, and 
usually there is a clear zone between the 
abscess shadow and that produced by the 
liver. Flynn and Warren believe the fol- 
lowing to be cardinal signs of broncho- 
hepatic fistulae: 


1. High fixed right diaphragm. 


2. Abscess mass near the diaphragm 
and involving the lung. 


3. Column of fluid extending from this 


to the trachea. 

4. Expectoration of bile—stained spu- 
tum. 

Fistulous communications between the he- 
patic abscess and the bronchi may be dem- 
onstrated by lipiodol filling of the tracheo- 
bronchial tree. 

Amebic infections of the lungs are likely 
to be confused with tuberculosis. Sputum 
examinations are therefore most important. 
Some cases, because of the acute onset, are 
confused with pleurisy and pneumonia. It 
is exceptional, however, that the high 
leukocyte count seen in pyogenic pneu- 
monias occurs in cases of amebic pneumoni- 
tis. Then, too, the temperature reaction in 
amebic infections is considerably lower 
than that in the usual pyogenic infections. 

The diagnosis of the usual type case of 
pleuropulmonary amebiasis should not be 
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very difficult providing one is mindful of 
the above clinical and laboratory findings. 

Certain investigators have reported a 
definite relationship between amebic infec- 
tion and Loeffler’s syndrome. This particu- 
lar syndrome is considered allergic in 
origin, being caused by variable allergens. 
The syndrome is characterized by attacks 
of asthma accompanied by a cough, eosino- 
philia (10-60 per cent), a low grade fever 
with mild leukocytosis, and a slightly in- 
creased sedimentation rate. On physical 
examination there are few pulmonary signs 
—perhaps a few rales. X-ray shows con- 
siderable consolidations which appear sud- 
denly in various parts of the lung and dis- 
appear rapidly only to reappear in another 
position of the lung. The shadows are most 
frequently in the lower lung fields near the 
diaphragm. These signs disappear in ap- 
proximately a week and usually leave only 
very fine fibrous scars. Many cases have 
been reported which were specifically due 
to Endamoeba histolytica. Hoff and Hicks 
reported two cases in 1942. Both were 
typical of Loeffler’s syndrome and appar- 
ently a result of amebic infection. There 
was dramatic improvement following ther- 
apy with emetine hydrochloride. 

AMEBIASIS OF TILE GENITO-URINARY SYSTEM 

The urinary complications of amebic in- 
testinal infection are cystitis, pyelitis, neph- 
ritis, urethritis, and kidney abscesses. In 
1913, Kulz reported two cases of multiple 
kidney abscesses due to Endamoeba histo- 
lytica. Hartman-Keppl in 1923 reported a 
case of amebic kidney abscess following an 
operation for an amebic hepatic abscess. In 
1924 Vidnew reported a case of miliary 
abscesses in the cortex of the kidney. The 
most illustrative case of amebic abscess of 
the kidney was reported by Casco in 1932. 
This concerned a four year old boy who had 
suffered from relapses and exacerbations 
of a bloody diarrhea for months, and whose 
feces were positive for Endamoeba histoly- 
tica. He developed a painful and tender 
enlargement of the left kidney and suffered 
from hematuria. Later, the patient passed 
large amounts of anchovy sauce pus by the 


urethra. The kidney decreased in size and 
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trophozoites and cysts of Endamoecbu were 
found in the pus. The case was treated 
successfully with emetine. 

Segurola, in 1932, reported a case of 
amebic infection of the urinary bladder 
and of the kidney pelvis without evident 
intestinal infection and history of amebia- 
sis, and with no symptoms referable to the 
gastrointestinal tract. Goyena, in 1926, re- 
ported cases of intestinal and urinary ame- 
biasis, characterized by lumbar pain, albu- 
minuria, pyuria, and hematuria. 

Bernardi and Esquivel, in 1939, made an 
analysis of the literature on urinary ame- 
biasis consisting of 50 cases in addition to 
four of his own. From this report it is evi- 
dent that amebiasis of the urinary tract 
may present numerous symptoms; but pain 
in the lumbar region, on urination. pyuria, 
and hematuria are the most important 
symptoms. They believe that urinary 
amebiasis is always secondary to infection 
by the parasite elsewhere and that it is 
spread either through the blood or lympha- 
tics. They reviewed a case report by In- 
grum (1914) which concerned a man who 
had chronic gonorrhea and amebic dysen- 
tery and who used the same syringe for 
enemas as well as for urethral irrigations. 
This particular case illustrates another pos- 
sible mode of infection, since this patient 
developed an amebic cystitis. 

In 1943, Kirsh and Diaz-Rivera reported 
a type of case which before this time had 
never been noted as being an extra-intesti- 
nal site of amebic infection. This case was 
one of a perinephritic abscess. Although 
it is obviously one of the rarest of al] com- 
plications it might be interesting to note the 
case history of this particular patient." 

In March, 1942, a 47 year old white fe- 
male was admitted to the Philadelphia Gen- 
eral Hospital complaining of pain in the 
right back and upper abdomen. Since 1933 
she had suffered from intermittent bloody 
diarrhea and severe crampy abdominal 
In 1941 she had a bout of fever for 
several weeks associated with rather severe 


pains in the right upper quadrant. On ad- 


pains. 
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mission in 1943 she was extremely weak. 
Her stools were negative for amebae. 

A laparotomy was performed; and this 
revealed a large perinephritic abscess, filled 
with thick yellow pus. Blocked paraffin 
sections of the pus revealed Endamoeba 
histolytica in the vegetative forms. The par- 
asite was not found on fresh mounts. The 
treatment consisted of emetine irrigation 
followed by a course of vioform. The pa- 
tient was discharged 131 days after admis- 
sion from the hospital. There was pro- 
longed drainage from the abscess. 

It is evident that this patient suffered 
from a dysenteric form of amebiasis since 
1933, as suggested by the history of inter- 
mittent bloody diarrhea. The patient also 
probably had an amebic hepatitis due to the 
right upper quadrant pain. Exquisite ten- 
derness of the right costo-vertebral angle 
indicated kidney involvement. The pus was 
not at all typical. 

These are apparently four possibilities as 
to how the infection got to the perinephri- 
tic space: 

1. The patient may have had an hepatic 
abscess which ruptured into the perinephric 
space. (This is unlikely, for the majority 
of hepatic abscesses due to Endamoeba 
histolytica. rupture through the diaphragm 
into the pleural cavity.) 

2. Hematogenous spread is doubtful 
since the parasite had to be filtered through 
the liver and lungs, and an abscess of the 
liver would have developed. 

3. The parasite may have been carried 
by the blood stream from amebic infection 
of the lungs or bronchi. (This is hardly 
possible, since there was no evidence of lung 
and bronchial involvement. ) 

1. Lymphatic passage to the perine- 
phric space is the most likely method of 
spread. 

Amebiasis of the genitalia probably oc- 
curs more frequently than has been report- 
ed. A case of an amebic penile ulceration 
confused with a primary luetic chancre has 
been described in the literature. Amebic 
infection of the testicles and epididymis oc- 
curs very rarely. Several cases of uterine 
and vaginal amebic infection have occurred. 
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These are usually associated with a rather 
profuse bloody vaginal discharge. Diagno- 
sis is nearly always apparent from micro- 
scopic examination of the discharge. In- 
volvement of the tubes and ovaries is less 
common. 
AMEBIASIS CUTIS 

One of the less common but most serious 
lesions due to amebae is ulceration and gan- 
grene of the skin and subcutaneous tissues. 
This complication was first reported in 
1919 by Engman and Heidhous. Twenty- 
seven authentic cases have been reported 
since that time, although it is highly prob- 
able that many more undiagnosed cases 
have existed. It is thought that the ma- 
jority of cases fall under the following 
classifications.” 

1. Cases following drainage of an ame- 
bic abscess of the liver. 


2. Those following drainage of a rup- 
tured viscus (appendix, fecal fistula, peri- 
colic abscess, colostomy following resection 
of the large bowel.) 

3. Those cases with involvement of peri- 


anal skin associated with amebic colitis. 

4. Those cases without any direct con- 
nection with viscera. 

Of the authentic cases in the literature 
15 recovered, 11 died, and two were not fol- 
lowed. Most of the cases followed drainage 
of an amebic hepatic abscess. The mortality 
was also greatest in this group. In seven of 
the 11 dead there was extensive gangrene 
of the abdominal wall following drainage 
of a liver abscess. The remaining four 
deaths were caused by gangrene of the ab- 
dominal wall following a colostomy for ob- 
struction, drainage of a pericolic abscess, a 
fecal fistula, and extensive involvement of 
the perianal skin associated with a severe 
amebic colitis. 

Of the 15 cases which recovered, six had 
involvement of the perianal skin and .sub- 
cutaneous tissues. Five cases followed 
drainage of a liver abscess, one followed a 
colostomy for ulcerative colitis, two fol- 
lowed drainage of a ruptured appendix, and 
one followed drainage of a perforated diver- 
ticulum of the large bowel. 

Engman and Melaney have well described 
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the appearance of amebic skin lesions as 
follows :° 

“(1) A rapidly spreading ulcerative pro- 
cess, the activity of which varies in differ- 
ent portions of the margin. 

““(2) A border that presents as a whole 
an irregular outline as a result of the vary- 
ing rapidity of its progress. 

“(3) An overhanging edge of dying epi- 
dermis from under which pus may be ex- 
pressed. 

“(4) An advancing halo beyond the mar- 
gin of the ulcer which varies in color from 
a dusky red through various shades until it 
merges gradually with the color of the nor- 
mal skin. 

(5) 
pressure. 

“(6) The floor of the ulcer composed of 
indolent granulation tissue covered irregu- 
larly with debris and pus.” 

Secondary infection with bacteria is com- 
mon and plays an important role in the 
progress of the disease. Secondary infec- 
tion gives a bad prognosis. B. coli and 


-ain and extreme tenderness on 


anaerobic streptococci are the most com- 
mon secondary invaders. 
The history is most important as a means 


of diagnosing such a condition. However, 
one should never neglect careful and re- 
peated examinations of the pus from the 
sinuses and portions of necrotic material for 
Endamoeba histolytica. Early recognition, 
early administration of emetine, and ex- 
tensive debridement are essential if one 
hopes to establish a good prognosis. 
AMEBIC BRAIN ABSCESS 

This is one of the very rare complications 
of amebic intestinal infection. The inci- 
dence, however, is variously reported. In 
1887 Kartulis stated that brain abscess oc- 
curred in 3 per cent of his cases of amebic 
dysentery. Armitage in 1919 collected the 
cases recorded in the literature up to 1919. 
These were 49 in number. Lewis, in 1934, 
reported another case which with two re- 
ported by Runyan and Herrick (1925) 
makes 52 recorded cases. It is interesting 
to note that invasion of the brain nas never 
been observed in patients who did not give 
a history of previous dysenteric attacks or 
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who were not suffering from such symp- 
toms at the time of the occurrence of the 
brain abscess. 


The amebae undoubtedly reach the brain 
through the blood stream. When the cen- 
tral nervous system is actually invaded by 
the organisms, the symptoms and signs are 
those of a diffuse meningo-encephalitis with 
focal signs depending upon whether or not 
actual abscess formation occurs. Headache 
is the outstanding symptom. This is usual- 
ly associated with progressive impairment 
of consciousness and mental symptoms such 
as memory defects, personality changes, 
etc. Convulsions, aphasia, hemiplegia, and 
diplopia may occur. 

Ochsner and DeBakey state that 94 per 
cent of brain abscesses due to amebae occur 
in males, predominantly between the second 
and fourth decades. 

Armitage describes a typical case as fol- 
lows :"7 

“  ., the patient is usually a man in the 
prime of life who has had dysentery, either 
acute or chronic. He develops a suppura- 
tive hepatitis; one or more liver abscesses 
may have been operated on and drained sat- 
isfactorily. The condition appears to have 
been improving for a time, but one day the 
patient is not so well. He complains of 
severe headache which nothing will relieve, 
or the onset may be more sudden, almost 
dramatic; and the patient may without 
warning develop one or several epileptic 
attacks. Strabismus, diplopia, aphasia, 
paresis, or hemiplegia may occur but the 
symptomatology is not consistent. Coma 
supervenes followed by death. The whole 
duration from the appearance of the first 
symptom to death lasts ten to fifteen days 
at the most.” 

Whereas amebic liver involvement is seen 
in 33 to 51 per cent of cases with amebiasis 
coming to autopsy and lung abscess seen in 
15 to 20 per cent of these cases, only about 
3 per cent of liver abscess cases show ame- 
bic infection of the brain. To date only 60 
cases of amebic abscess of the brain have 
been reported. In 15 per cent of these 
Endamoeba histolytica was isolated from 
the lesion. As stated previously, in almost 
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every case with a brain abscess there is 
also a liver and/or lung abscess. Cases are 
seldom reported otherwise. In the absence 
of both liver and lung involvement the 
metastasis of the organisms from the bowel 
to the brain is thought to be by way of the 
vertebral veins. 

Pathologically, there is a non-specific 
necrosis of brain tissue with the formation 
of purulent exudate. In the acute stage 
there is no surrounding inflammatory re- 
action. Later, hematogenous cell infiltra- 
tion occurs with a predominance of poly- 
morphonuclear cells. In the chronic stage 
encystment of the cavity may occur or only 
a small cavity may remain containing cel- 
lular debris in which dead organisms may 
be found. The abscess may be found in the 
periphery as large vacuolated cells contain- 
ing ingested red blood cells. 

In amebic infection of the brain the spinal 
fluid findings vary a great deal and may 
show no characteristic changes. With men- 


ingeal involvement, however, there is usual- 
ly a marked pleocytosis. 


All of the record- 
ed cases of brain abscess due to amebiasis 
have had a fatal termination. Surgery, 
emetine, and sulfonamides have all proved 
of useless value. 

MISCELLANEOUS 

Amebic abscess of the spleen has been 
reported by Kartulis (1887), Maxwell 
(1909), Rogers (1913) and others. How- 
ever, this complication is so rare as to merit 
little consideration. 

Amebic pericarditis, osteomyelitis, and 
myositis have been described, but these are 
so very rare as to be medical curicsities. 

Amebic infection of the gall bladder and 
biliary system has been seen as a sequella 
of amebic hepatic involvement. These cases 
too are very rare. 


SUMMARY 

In this paper I have attempted to give a 
rather detailed description of the more com- 
mon extra-intestinal lesions due to End- 
amoeba histolytica. Emphasis has been 
placed upon the clinical manifestations and 
the various diagnosic aides. A discussion of 
treatment and prognosis has been omitted. 


The greatest part of the paper has dealt 
with hepatic amebiasis. It is by far the 
most frequently encountered type of extra- 
intestinal amebic infection. Pleuropulmon- 
ary complications have been allotted a good 
deal of space because of their rather fre- 
quent occurrence. Genito-urinary amebia- 
sis, amebiasis cutis, and amebic abscess of 
the brain have also been considered. Sple- 
nic amebiasis, amebic pericarditis, involve- 
ment of the gallbladder and biliary system, 
osteomyelitis, and myositis have been brief- 
ly mentioned. 

Except for the extremely rare types, ex- 
tra-intestinal amebiasis is not difficult to 
diagnose. This is particularly true of an 
amebic hepatic abscess. A moderate leuko- 
cytosis, a low grade type of fever, and a 
history of amebic dysentery are fairly com- 
mon findings in all these cases. 


There is a definite need for the physician 
to become more conscious of the possibility 
of extra-intestinal amebic lesions in his dif- 
ferential diagnosis. It is true that many of 
these are indeed medical curiosities. Still 
other types, however, have proved to be 
major surgical and medical problems. 
Early diagnosis can, therefore, nov be over- 
emphasized. A most important point to 
stress is that amebiasis is not strictly a trop- 
ical and subtropical disease as it is consid- 
ered to be by so many physicians. 
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OFFICIAL NOTICE 


The dates of the 1946 meeting of the State 
Society have been changed to May 6, 7 and 8. 


However, the meeting is still scheduled to be held 
in Alexandria. 
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COMPULSORY HEALTH INSURANCE 


There have been two rather interesting 
developments in the program of compulsory 
health insurance as outlined by President 
Truman in his last message to the Con- 
gress, one of which has to do with the re- 
action of the members of Congress to this 
proposal. A very recent newspaper article 
indicated that the vote in the Congress was 
in the ratio of seven to four against com- 
pulsory health insurance, approximately 
one-third of the members of Congress hav- 
ing been contacted in this poll. However, 
the observer would note in reading this 
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particular despatch from Washington, that 
the majority of the members of Congress 
who spoke against compulsory health were 
members of the Republican party and 
naturally they could be expected to be an- 
tagonistic to any proposal of the Demo- 
cratic president. It is earnestly to be hoped 
that physicians in this country will not be 
deceived by this report and relax their ef- 
forts to combat state medicine. After all 
the Republicans are much in the minority 
and the figures given probably do not rep- 
resent the actual voting strength of those 
who have to make the decision when com- 
pulsory health insurance, probably in the 
form of the Wagner-Murray-Dingell bill, 
is presented to Congress. We still should 


continue whole heartedly and with all our 
effort to let our Congressmen know how 
we as doctors feel about compulsory health 
insurance and fight this measure to the 
limit of our ability. 


A second poll, called the poll of experts, 
has been published in the American Maga- 
zine. These experts voted sixty to forty 
in favor of compulsory health insurance. 
Here again a distorted picture is presented 
by the poll because of the so-called experts 
a large number consist of men who have 
been active proponents of compulsory 
health insurance. Truly it might be said 
that sixty to forty voting represented a 
very favorable opinion against the ideas of 
having a compulsory health system with all 
the demerits that the plan calls for, because 
as was said before these experts represent 
to a very large extent a group who would 
be expected to vote in favor of compulsory 
health insurance. It should be noted that 
the members of Congress or those who are 
classified as ‘‘experts” are almost entirely 
in favor of medical care to people at a 
price that they can,afford to pay but most 
physicians agree that voluntary methods 
can take care of medical service to the 
lower income group and they will not have 
the inefficient and extravagant bureau- 
cratic administration that can be counted 
upon if health insurance is made obligatory 
and compulsory by an Act of Congress for 
all wage earners. 





Editorial 


OFFICE SPACE 


The doctors in New Orleans who are re- 
turning from the armed services are having 
a tremendous difficulty in obtaining office 
accommodations, so much so that it has 
become a very real and discouraging prob- 
lem. The Orleans Parish Medical Society, 
under a committee headed by Dr. E. L. 
Zander, is doing everything in its power 
to ease the situation and to help the return- 
ing medical veteran obtain office space. 
Unfortunately this particular problem is 
not one peculiar to New Orleans. In many 
of our neighboring cities in the South we 
hear of exactly the same situation as well 
as those in other sections of the country 
were physicians practically always have 
their offices in special buildings. 

In view of the inadequacy of accommoda- 
tions for physicians who desire to be in so- 
-alled office buildings, we have often won- 
dered why they do not have their offices 
in their homes. Certainly in the South at 
least and the far West and to a lesser extent 
in the mid-West it is very much the custom 
not to have domiciliary offices, but cer- 
tainly in the large Eastern cities the great 
bulk of the doctors have their offices in 
their residences. In Baltimore, in Philadel- 
phia, in New York, in Boston and in the 
smaller Eastern cities there are no office 
buildings or very small ones designed for 
physicians; and physicians are not wel- 
comed in the office buildings which are 
for general business purposes. As a matter 
of fact doctors are excluded in all high 
class office buildings in these cities. Medi- 
‘al Arts Buildings have been constructed 
in a very small way to take care of a few 
specialists but nowhere do you see Medical 
Arts Buildings comparable to those that 
may be seen for example in Dallas or in 
San Antonio where they are the outstand- 
ing office buildings of the city. 

To the returning veterans, most of whom 
are young men, an office in the home would 
be a good start for the building up of a 
neighborhood practice. Offices in the home 
certainly have very definite advantages, 
certainly for a man who is practicing gen- 
eral medicine or is not in a highly special- 


ized branch of the profession. There seems 
to be a feeling that if the office is in the 
home a man has not been successful but 
of course this is ridiculous. He can do 
just as good work in a home office as an 
office building office and he can also build 
up a practice among the people in his im- 
mediate locality. There is no reason why 
a man should not be afforded the same re- 
spect and have the same appreciation of 
his abilities if the office is at home than 
if it is in a crowded building with inade- 
quate space. 
PENICILLIN IN THE TREATMENT 
OF AGRANULOCYTOSIS 


It is hoped we will be pardoned for harp- 
ing upon and writing frequently about peni- 
cillin but the remarkable effects of this 
so-called wonder drug in various diseases 
are continually being reported; it is wise to 
attempt to keep up with what can be done 
therapeutically with penicillin. The par- 
ticular reports that we wish to call atten- 
tion to have to do with penicillin in condi- 
tions associated with a marked reduction 
in the total number of leukocytes. Those 
conditions are characterized almost regular- 
ly with ulcero-necrotic lesions of the mucous 
membranes, notably of the mouth. When 
these develop the prognosis is very grave 
and many of the patients die who suffer 
from angina and neutropenia. As a matter 
of fact in the early reports of agranulocytic 
agina the mortality rate was given as be- 
ing approximately 100 per cent. 

With the introduction of some of the 
newer therapeutic compounds, notably the 
sulfa drugs and thiouracil, the development 
of granulocytopenia has been responsible 
for a certain number of casualties. It is 
most encouraging to read reports now of 
agranulocytosis being cured by penicillin. 
Thiouracil is an extremely effective drug 
in the treatment of hyperthyroidism and 
yet because of the inherent dangers of pro- 
ducing granulocytopenia at times followed 
by death the drug will probably not be 
offered to the medical profession. If peni- 
cillin can control the ill effects of thiouracil 
then it is quite possible that the neutropenia 
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will disappear and the drug may be con- 
tinued. Of course it must be understood 
that sepsis is the factor which kills the 
patient rather than the marked reduction 
in the number of circulating polymorphonu- 
clear cells. There have been two recent ar- 
ticles in the United States Naval Medical 
Bulletin': = recounting favorable results 
and in a recent number of the Annals of 
Internal Medicine two additional papers*: * 
appeared. One of these* is most interest- 
ing because it deals with a patient who had 
aleukemic leukemia which ultimately ter- 
minated in a frank leukemia. In acute leu- 
kemia the development of ulcerative mouth 
lesions was almost invariably considered to 
be a death warrant. In this particular case 


fay 
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of leukemia five different attacks of angina 
occurred, all of which were controlled by 
the administration of penicillin. This drug 
is being used incidentally in the treatment 
of other mouth conditions, such as Vincent’s 
angina and streptococcic sore throat and it 
is being administered at times in the form 
of trochees which apply the drug locally to 
the lesions, as well as being given by the 
usual hypodermic routes. 


1. Sprague, H.B.. and Ferguson, L.K.: Agranulocytosis 
treated with penicillin, U.S. Nav. Med. Bull, 43:104, 1944. 

2. Meredith, W.C., Douglas, A.H.R., and Fink, H.: Peni- 
cillin in malignant granulocytopenia, U.S. Nav. Med. Bull. 
43:1017, 1944. 

Kugel, V.H., and Schnitker, M.A.: The value of peni- 
cillin in the control of sepsis complicating a case of severe 
yranulocytopenia (aleukemic leukemia), Ann. Int. Med., 
23:1001, 1945. 

4. Moody, R.W., 
in agranulecytosis ; 
1945. 
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and Kauvar, S.: 
case report, Ann. 


use of penicillin 
Med... 23:1015, 





ORGANIZATION SECTION 


The Executive Committee dedicates this page to the members of the Louisiana 
State Medical Society, feeling that a proper discussion of salient issues will contri- 
bute to the understanding and fortification of our Society. 

An informed profession should be a wise one. 


1946 VICTORY MEETING 
The 1946 meeting of the State Society, 
originally scheduled for April 29, 30 and 
May 1 has been postponed one week and 
will be held at the Bentley Hotel, in Alex- 


andria, on May 6, 7, and 8. It has been 


decided that this meeting will be designated 
as a Victory Meeting, celebrating the re- 


turn from military service of many of our 
members who are at this time resuming 
their activities in civilian practice. This, 
we think, is an occasion to be celebrated 
and these men should be honored for the 
splendid service they have rendered their 
Country. 

The Chairman of the Committee on Ar- 
rangements is Dr. O. B. Owens, of Alex- 
andria. Dr. Owens has been very active 
in the interest of organized medicine in the 
past and will, we feel certain, put a great 
deal of time and effort into the work of 
making plans for the meeting. With his 
cooperation there is assurance of a most 
successful meeting. The subcommittees on 
arrangement have not yet been appointed. 


As soon as information is received in this 
regard notice will be carried in the Journal. 

It has been planned to have a three day 
meeting. The House of Delegates will con- 
vene on the morning of May 6. The official 
opening meeting of the Society will be held 
on the evening of May 6. The meeting on 
this evening will be open to the public and 
efforts are being made to secure a speaker 
who will prove of interest to such a group. 
A suggestion has been made that a talk 
be presented on the subject of voluntary 
prepayment medical insurance. This, all 
will agree no doubt, is a subject of great 
concern to the general public as well as to 
the medical profession. 

Work has been started on preparation of 
the scientific program. The sectional chair- 
men, appointed by the president are as fol- 
lows: 

Bacteriology and Pathology—Dr. A. 
Friedrichs. 

Ear, Nose and Throat—Dr. George 
Taquino. 

Eye—Dr. W. B. Clark. 

Gastro-enterology—Dr. D. C. Browne. 


V. 
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General Surgery—Dr. Sidney Charbon- 
net, Jr. 

Gynecology—Dr. J. W. Reddoch. 

Medicine and Therapeutics—Dr. Edgar 
Hull. 

Nervous Diseases—Dr. Walter Otis. 

Obstetrics—Dr. Eugene Countiss. 

Orthopedic Surgery—Dr. George Batta- 
lora. 

Pediatrics—Dr. George Wolfe. 

Public Health and Sanitation—Dr. Waldo 
.. Treuting. 

Radiology—Dr. J. N. Ane. 

Urology—Dr. R. F. Sharp. 


These appointments were based, in most 
instances, on the fact that the appointees 
represent the various specialty societies in 
Louisiana. You will recall that recom- 
mendation has been made to the House of 
Delegates that this procedure be followed 
if thought feasible. 


The special committee appointed to con- 
sider rearrangement of the scientific pro- 
gram has decided to follow the procedure 
outlined for the program in 1944. There 
will be a total of sixteen papers, four each 
session (Tuesday mornin;; and afternoon, 
and Wednesday morning and afternoon). 
There will be only one session taking place 
at a specific time and in this way the doc- 
tors will be able to participate in the entire 
program if they so desire. It has been sug- 
gested that presentation of papers be fol- 
lowed by questions and answers and it is 
felt that this will result in very profitable 
discussion for all present. 


In regard to the social features of the 
meeting it may be stated that luncheons 
will be held for the members during the 
meeting and a dinner-dance for members 
and guests will take place on Tuesday eve- 
ning, May 7. 


From time to time the membership will 
be informed concerning further plans; how- 
ever we are certain that from the data sub- 
mitted here each member will be most anxi- 
ous to attend and will make plans to do so 
without delay. Hotel reservations may be 
secured through the office of the State 
Society, 1430 Tulane Avenue, New Orleans, 
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or by communicating with the Arrangement 
Committee in Alexandria, or with the Pent- 
ley Hotel direct. 

Following is a copy of a special bulletin 
received from the Council on Medica! Ser- 
vice and Public Relations of the American 
Medical Association: 

With the signing of H. R. 4717 by the 
President, now Public Law 293, there was 
created in the Veterans Administration a 
Department of Medicine and Surgery under 
a Chief Medical Director. General Bradley 
announces that he had designated General 
Paul R. Hawley to serve as Acting Chief 
Medical Director. This act will bring pro- 
fessional personnel into an organization 
comparable with the Army and Navy Medi- 
cal Corps and the U. S. Public Health 
Service. 


General Bradley immediately authorized 
the employment of physicians, nurses and 
dentists to fill existing vacancies. There is 
an immediate need for 1,125 doctors, 1,200 
nurses and 100 dentists. 

Among the major provisions are: 

1. Specialists certified by VA will be paid 
25 per cent more salary up to a ceiling 
limit of $11,000 a year. 

2. Residencies will be set up in VA hos- 
pitals where younger doctors may study to 
qualify as specialists. This will mean that 
veterans will be able to obtain the most up- 
to-date medical treatment—the same kind 
as if they were admitted to hospitals con- 
nected with the nation’s leading medical 
schools and centers. 


9 


5. Promotions will be made on recom- 
mendations of special VA boards which, 
in general, compare with the “selection 
boards” operating in the Army and Navy 
for higher ranking officers. 

4. Office of Chief Medical Director. The 
director will be paid a salary of $12,000 a 
year. A Deputy Medical Director will re- 
ceive $11,500 and Assistant Medical Direc- 
tors—not to exceed eight in number—will 
be paid $11,000 each. 


5. Medical Service. 
Chief grade, $8,750 minimum to $9,890 
maximum. 
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Senior grade, $7,175 minimum to $8,225 
maximum. 

Intermediate grade, $6,230 minimum to 
$7,070 maximum. 

Full grade, $5,180 minimum to $6,020 
maximum. 

Associate grade, $4,300 minimum to $5,- 
180 maximum. 

Junior grade, $3,640 minimum to $4,300 
maximum. 

6. Appointments of key executives will 
be for a four-year term, subject to removal 
by the Administrator for cause. Reappoint- 
ment will be for the same term. 

7. Doctors, dentists, nurses and techni- 
cians now employed by the VA will be con- 
tinued on their present jobs pending deter- 
mination of their qualifications for appoint- 
ment in the new medical department. 

8. Another provision of the act which 
will permit professional improvement of 
VA medical personnel will allow up to five 
per cent of such employees to study or do 
research work for periods of time up to 90 
days. This will enable doctors, dentists, 
nurses and technicians to attend recogniged 
schools or work with the U..S. Public Health 
Service or other research groups. Officials 
pointed out that this would enable workers 
to keep abreast with the very latest develop- 
ments in their respective fields. 

9. Although they are not subject to selec- 
tion or promotion by Civil Service, the 
members of the new VA Department of 
Medicine and Surgery will be under the 
Civil Service Retirement Act of 1920 and 
will receive its benefits. 

General Hawley commenting on 
President’s action said: 

“With the signature of the medical de- 
partment act, our objective is clear—a 
medical service for the veteran that is 
second to none in the world. Around the 
splendid nucleus of excellent men and 
women in the VA medical service, we shall 
build such an outstanding service.” 


the 
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SPECIAL NOTICE 
To the Physicians of Louisiana: 
During the war period the American 
people gave through the American Red 





Cross large quantities of blood from which 
dried plasma was prepared for the Armed 
Forces. Because of an earlier cessation of 
hostilities than was reasonably to be ex- 
pected, there is now on hand a large quan- 
tity of dried plasma which is in excess of 
the needs of the Army and Navy during the 
expected useful life of the plasma. Accord- 
ing to Army and Navy estimates the avail- 
able surplus amounts to approximately one 
and a quarter million packages at the 
present time. This surplus has been given 
to the American Red Cross to return to the 
American people who made this supply of 
plasma possible. The American Red Cross 
has formulated a plan for distribution of 
this plasma throughout the country through 
the state health departments. The plasma 
is to be made available to all physicians 
licensed to practice medicine and surgery 
and to all acceptable hospitals for adminis- 
tering to any patient without charge to the 
physician, hospital or patient either for the 
product or for the cost of shipment. The 
plasma has been allotted to the states on an 
estimate of need calculated by the Red 
Cross on the basis of the number of licensed 
physicians and the number of general, pedi- 
atric, and maternity hospital beds and any 
other beds devoted to the care of acute ill- 
ness. 

The initial supply to Louisiana, which is 
estimated to be the need for a three months’ 
period. will consist of 5,441 packages of 
plasma. The plasma will be distributed to 
each parish for the use of local physicians, 
the amount based on the estimated need of 
the locality for a three months’ period. The 
parish units will be the local distributors 
and will arrange to make the plasma avail- 
able to physicians at any hour of the night 
or day. The City of New Orleans Health 
Department will receive a supply for the 
use of the New Orleans physicians. They 
too will arrange for twenty-four hour serv- 
ice. Arrangements are being made for cen- 
ters in each of those parishes which do not 
have health unit offices for a like distribu- 
tion of the material. In addition a supply 
will be furnished each of the state charity 
hospitals. 
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Most of the available plasma is in pack- 
ages of 500 c.c., although some are in pack- 
of 300 cc. Each package contains 
‘Report of Use’’ Forms to be sent to the 
Army or the Navy. These are to be disre- 
garded. The Army and Navy do not wish 
to receive this report on plasma used in 
civilian medical practice. 

The allotment of plasma for Louisiana 
should be received early in February and 
will be made available to the physicians of 


ages 
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the state as soon as possible thereafter. 
This material belongs to the American 
people and is being returned to them. The 
Department of Health will give all assist- 
ance within its power in the distribution of 
this material and will endeavor to answer 
any questions which you may ask concern- 
ing it. 
Very truly yours, 
David E. Brown, M. D.., 
State Health Officer. 





TRANSACTIONS OF ORLEANS PARISH MEDICAL SOCIETY 


CALENDAR 
23. 


OF MEETINGS 

Orleans Parish Medical Society, 8:00 
p. m. 

Woman’s Auxiliary, Orleans Club, 
3:00 p. m. 

Clinico-pathologic Conference, 


February 
February 


Ma- 
rine Hospital, 7:30 p. m. 
Touro Infirmary Staff, 8:00 p. m. 

“ebruars Clinico-pathologic Conference, Tou- 
ro Infirmary, 12:00 noon. 

ebruary 15. I. C. R. R. Hospital Staff, 

p. m. 

18. Hotel Dieu Staff, 8:00 p. m. 

Charity Hospital Medical Staff, 8:00 
p. m. 

The Orleans Society of X-Ray Tech- 
nicians, 7:30 p. m. 

Charity Hospital Surgical Staff, 
8:00 p. m. 

Ln oe Ue 

New Orleans 
for Women 
8:00 p. m. 

Ochsner Clinic Staff, 8:30 p. m. 

Baptist Hospital Staff, 8:00 p. m. 

Ma- 


2:30 


*“ebruary 
“ebruary 14. 


Faculty Club, 8:00 p. m. 
Hospital 
Children 


Dispensary 


and Staff, 


February 26. 
February 27. Clinico-pathologic Conference, 
rine Hospital, 7:30 p. m. 
French Hospital Staff, 8:00 p. m. 
lebruary 28. Clinico-pathologic Conference, Tou- 
ro Infirmary, 12:00 noon. 
DePaul Sanitarium Staff, 8:00 p. m. 
Medical Advisory Committee, Charity 
Hospital Visiting Staff, 11:00 a. m. 
Board of Directors, Orleans Parish 
Medical Society, 8:00 p. m. 
Eye, Ear, Nose and Throat Staff, 8:00 
p. m. 
Mercy Hospital Staff, 8:00 p. m. 
Scientific Meeting, Orleans Parish 
Medical Society, 8:00 p. m. 
MAX M. GREEN, M.D., 
Secretary 


March 1. 


March 


March 


Maren 6. 
March 11. 


SIXTY-NINTH ANNUAL INSTALLATION 
At the annual installation meeting and banquet, 
which was held Monday night, January 14, 1946, 
at the Jung Hotel, the following officers to serve 
for 1946 were installed: 
President: Dr. Daniel J. Murphy. 
President-Elect: Dr. H. Ashton Thomas. 
First Vice-President: Dr. Edmund M. Connely. 
Second Vice-President: Dr. C. J. Brown. 
Third Vice-President: Dr. Edgar Hull. 
Secretary: Dr. Max M. Green. 
Treasurer: Dr. Boni J. DeLaureal. 
Librarian: Dr. Eugene H. Countiss. 
Additional members of the board of directors: 
Dr. E. L. Leckert and J. O. Weilbaecher, Jr. 
Dr. Philip H. Jones, the outgoing president will, 
in accordance with the By-Laws, serve as a mem- 
ber of the Board of Directors during 1946. 


NEWS ITEMS 


During the month of December the American 
Medical Women’s Association held their mid-year 
hoard meeting at the Jung Hotel. 


Dr. Eugene Countiss was elected president of 
the New Orleans Gynecological and Obstetrical 
Society at a recent meeting of that organization. 
Other officers elected were: Drs. Earl Conway 
Smith, first vice-president; W. D. Beacham, 
second vice-president; Rupert Arnell, secretary; 
H. B. Alsobrook, treasurer. Dr. Jos. Reddoch, 
retiring president was appointed to the board. 


Dr. Jules Myron Davidson has been re-appointed 
southern district deputy, Grand Council, Phi Delta 
Epsilon for 1946. 


Dr. Lewis E. Jarrett recently addressed the 
Loyola branch of the American Pharmaceutical 
Association. 





Orleans Parish 
Dr. Howard Mahorner read a paper entitled, 
“Restoration of Continuity of Resection of the 
rectum” before the annual meeting of the South- 
err Surgical Association at Hot Vir- 
einia, December 4-6. 


Springs, 


Dr. Henry D. Ogden attended a meeting of 
the American Academy of Allergy in Chicago, 
Lecember 10-11. Dr. Ogden was elected to mem- 
bership in the Academy. 

Drs. Felix Planche and Edwin L. Zander wet 
recently named United States 
Chapter of the International College of Surgeons. 


fellows by the 


Charles Odom was named an associate by th« 
llege. 
Dr. N. J. 


member 


Tessitore was recently appointed a 
of the board of administrators of Char- 
hospital. 

Dr. Edwin L. 


president of the Federation of Catholic Physicians’ 


Zander was elected second vice- 
Guilds at a recent meeting of that organization 
in Chicago. 

Stars AOA held 
At this meeting 
nior and junior students were elected. 


and Bars Chapter of 
aunual meeting on January 3. 


their 
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REMOVALS 


Dr. Marshall L. Michel from 211 Medical Arts 
Bidg. to 1441 Delachaise Street. 

Dr. Alberto Prieto from 1514 Delachaise Street 
to 1441 Delachaise Street. 

Dr. B. Bernard Weinstein from 
Arts Bldg. to 1441 Delachaise Street. 

Dr. Elmer E. W. Kramer, recently returned 
from military service, has accepted a residency at 
he Lying-In Hospital, New York City. 
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WELCOME HOME 

Physicians Returned From Military Service 

The following members of the Society have been 
:eleased from active military service, and 
1esumed practice: 

E. R. Bowie, 3435 Prytania Street; Joseph 
Cohen, 811 Maison Blanche Bldg.; George M. Ge- 
net, 3305 Louisiana Ave. Pkwy.; Irving J. Glass- 
herg, 2701 Peniston Street; Abe Golden, 1522 
Aline Street; George B. Grant, 404 Medical Arts 
Sldg.; Max M. Hattaway, 1310 Canal Bldg.; A. N. 
Sam Houston, 912 Union Street; Samuel Karlin, 
1514 Delachaise Street; Maurice Lescale, 3514 
Canal Street; Bruno F. Mancuso, 2109 Alvar 
Street; Anees Mogabgab, No. 2 Versailles Blvd.; 
Louis Ochs, Jr.; Oran V. Prejean, 1430 Tulane 
Avenue; Prudence E. Prouet, 2121 Magazine 
Street; Earl Conway Smith, 3306 Louisiana Ave. 
Pkwy.; J. Kelly Stone, 1147 Canal Bldg.; L. H. 


have 
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Strug, 500 Medical Arts Bldg.; John C. Suares, 
1343 Annunciation Street; E. Perry Thomas, 306 
Medical Arts Bldg., and Gilbert C. Tomskey, 1010 
Richards Bldg. 


There is still dire need of office space for phy- 
sicians returning from military service. If you 
have any space that is available, please telephone 

Secretary’s office (MAgnolia 4982) at once. 


DECEMBER MEETING 


At the December meeting of the Society action 
‘as taken on the following matters: 

Resolution relative to asking the newspapers 
to make a special column on the classified page of 
the paper entitled, “Returned from Military Serv- 
ice’, and place in its column the professional cards 
of persons who have returned from the services, 
v hich resolution was held over from the November 
meeting, was adopted. Copies of the resolution 
were forwarded to the newspaper. Upon receiv- 
ng our letter The New Orleans Item immediately 
followed our suggestion. The Times Picayune- 
States replied that due to drastic rationing of 
newsprint they are unable at this time to add new 
classifications; when they are allotted more news- 
print our suggestion will be given serious consid- 
eration. 

Resolution relative to objecting to the proposed 
preference or priority system to be employed by 
Charity Hospital in appointing veterans to resi- 
dencies at the institution, which resolution was 
held over from the November meeting, was not 
adopted. However, a motion was adopted that 
the Society go on record as recommending to the 
board of administrators of Charity Hospital that 
they inform the deans of the two medical schools 
and the head of the independent units that when 
making appointments to residencies at Charity 
Hospital they give Louisiana veterans first 
choice and other veterans second choice. Dr. Daly 
informs us that he has passed this information on 
to the deans of the two medical schools and the 
head of the independent unit. 

A motion was passed that a committee, ap- 
pointed by the president of the Society, be sent 
to Washington to interview our Representatives 
and the President in an effort to have government 
agencies moved from downtown office buildings 
to less congested areas. 


SPECIAL MEETING 


At the special meeting held Thursday, Decem- 
ber 27 to consider the best means for removing 
government agencies from downtown office build- 
ings to government owned property so as to pro- 
vide office space for returning physicians, the 
following motion was adopted: 

“That the Society enlist the aid of (1) the 
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Louisiana State Medical Society, (2) other pro- 
fessional clubs; and (3) the 
newspapers; that the Congressmen from this area 
be interviewed requesting them to do something 
immediately to alleviate this situation; that a 
survey of the amount of office space used by doc- 
tors prior to 1941 and the amount used today be 
made; and that the Post War Planning Commit- 
tee be enlarged and they be given a free hand to 
settle this matter.” 


groups and civic 


TWENTY-FIVE YEARS OF FAITHFUL 
SERVICE 

The month of November 1945 marked the com- 
pletion of twenty-five years for Miss Mary Louise 
Marshall, assistant librarian, in the active direc- 
tion of the Library’s organization and develop- 
ment. 

Miss Marshall was honored upon this occasion 
Ly the membership at the December meeting. Dr. 
Fugene Countiss, librarian, presented Miss Mar- 
shall with a silver bowl. 

Miss Marshall, who is also librarian of the Ru- 
dolph Matas library of the Tulane Medical 
school, a position she has held since 1927, is an 
honorary member of the History of Medicine; 
president of the Medical Library Association, 
since 1941; special consultant on medical classifi- 
cation to the Library of Congress and the Army 
Medical Library; and honorary consultant to the 
Army Medical Library. 
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MEDICAL TOASTMASTERS 

In August, 1944 the membership was informed 
that a public speaking class was organized to give 
members of the Society, who are really interested, 
an opportunity to improve their speaking on both 
nedical and non-medical subjects. 

The first meeting was held Tuesday, August 29, 
1944 at the New Orleans Athletic Club. At that 
rieeting it was decided to outline the activities of 
the speaking class along the lines of the Toast- 
masters Clubs, and after the necessary require- 
ments were met to apply to the Toastmasters In- 
ternational for a Charter. On March 6, 1945 the 
Charter was presented to the Medical Toastmas- 
ters. 

Each member is called upon to speak for three 
minutes on subjects assigned, or of his own selec- 
tion. The instructions which are given follow 
Dale Carnegie’s text book on public speaking. and 
each member is required to procure a copy. 

The Medical Toastmasters meet regularly on 
Tuesday evenings in the Trophy Room of the New 
Orleans Athletic Club. A dinner is served at 6:30 
p. m., and the meeting begins about 7:30. Attend- 
unce at the dinner is not obligatory but is strongly 
advised. 

These weekly meetings afford the doctor a won- 
derful opportunity to develop his speaking voice, 
technic and confidence, and the membership is 
strongly urged to participate. Those of you who 
are interested should get in touch with the sec- 
retary, Dr. Lawrence J. O’Neil. 


o——_-—_-—- 
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CALENDAR 
PARISH AND DISTRICT MEDICAL SOCIETY MEETINGS 


Society Date Place 
East Baton Rouge Second Wednesday of every month Baton Rouge 
Morehouse Second Tuesday of every month Bastrop 
Orleans Second Monday of every month New Orleans 
Ouachita First Thursday of very month Monroe 
Rapides First Monday of every month Alexandria 
Sabine First Wednesday of every month 
Second District Third Thursday of every month 
Shreveport First Tuesday of every month Shreveport 


Vernon 





IMPORTANT NOTICE 
The dates of the 1946 meeting of the State 
Society have been changed to May 6, 7, and 
8. However, the meeting is still scheduled to 
be held in Alexandria. 





THE NEW ORLEANS GRADUATE MEDICAL 
ASSEMBLY 

The New Orleans Graduate Medical Assembly, 

ninth annual meeting, will be held in New Orleans 


First Thursday of every month 


April 1-2-3-4, at the Municipal Auditorium. The 
program will consist of lectures by sixteen out- 
standing guest speakers, clinics, symposia, clinico- 
pathologic conference, round-table luncheon dis- 
cussions and technical exhibits. Registration fee 
of $10.00 covers all features, including three 
luncheons. Physicians who plan to attend are in- 
vited to register at once with the Secretary, Room 
105, 1480 Tulane Avenue, New Orleans 13, Louis- 
iana. Information regarding hotel reservations 
will be sent upon receipt of registration fee or by 
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request. 


A list of the guest speakers will be found 
on the inside front cover of this journal. 

THE AMERICAN ACADEMY OF ALLERGY 

{n orientation Course in Clinical Allergy under 
the sponsorship of the School of Medicine of Lou- 
isiana State University will be held in New Or- 
leans March 8-12, 1946. For detailed information 
communicate with the local committee in care of 
Dean’s Office, L.S.U. School of Medicine. 

D’'ANTONI NEW VICE-PRESIDENT OF 

A. S. T. M. 

At the recent meeting of the American Society 
of Tropical Medicine which was held in Cincinnati, 
Dr. Joseph S. D’Antoni, associate 
tropical medicine at Tulane, 
president of the organization. 


professor of 


was elected vice- 


MRS. TIPPING LEAVES TOURO INFIRMARY 

The innumerable Louisiana doctors who have 
served an internship at the Touro Infirmary will 
hear with deep regret that Mrs. Arthur B. Tipping 
is leaving the institution. Mrs. Tipping began her 
connection with Touro thirty-seven years ago as a 
For many years following the death of 
Dr. A. B. Tipping, formerly superintendent of 
Touro Infirmary, Mrs. Tipping has acted as as- 
sistant superintendent. She has always had a 
sympathetic disposition which has en- 
deared her to the boys who have gone through 
their internship at Touro and to the doctors who 
served on the staff of this institution. Her 
departure from Touro will leave a void which will 
be hard to fill. 





nurse. 


cheerful 
nave 


LULL TO A. M. A. 

Major General George F. Lull, who has served 
during the recent war with distinction and honor 
us deputy surgeon general, has retired to become 
assistant secretary and general manager of the 
American Medical Association. General Lull has 
had innumerable contacts with medical officers 
who always found him to be a delightful gentle- 
man in every respect. He should make an excel- 
lent manager for the American Medical Associa- 


KANDLE LEAVES BOARD OF HEALTH 


Dr. David Brown, president of the Louisiana 
State Board of Health, announced that Dr. R. P. 
Kandle who has been director of the division of 
local health services has resigned to become field 
director of the American Public Health Associa- 
tion with headquarters in New York. Dr. Kandle 
will leave Louisiana with the best wishes of the 
practitioners of medicine in the state who have 
come in contact with him. They have appreciated 
the work he has done under difficult war condi- 


tions. 


CELLI ELECTED 


Dr. Ernest Celli, of the Illinois Central Hospital 
was elected president of the New Orleans Health 
Council at a recent meeting of the organization; 
Dr. Lewis Jarrett, of Touro Infirmary, was made 
vice-president, and Mr. J. W. Hinsley was re- 
elected secretary-treasurer. At this meeting the 
possibility of the American Hospital Association 
holding their convention in New Orleans in 1947 
ov 1948 was Attendance at such a 
meeting is usually between five and six thousand. 


discussed. 


TOURO INFIRMARY 


At the annual meeting of the Medical Staff of 
Touro Infirmary held on January 9, 1946 at 8 
the following program was _ presented: 
Clinico-pathologic conference by the Department 
of Pathology with a clinical discussion by Dr. Wil- 
lard Wirth; Postoperative Cholangiography and 
Trrigation of Common Bile Duct by Dr. M. L. 
Michel, Jr. 


p. m. 


DE PAUL SANITARIUM 


The regular monthly meeting of the Medical 
Staff of De Paul Sanitarium was called to order at 
3:05 p. m. with Drs. Holbrook, Anderson, Uns- 
worth, H. Colomb, Friedrichs, Bolian, Connely, 
Otis, May and Dubos in attendance. 

The scientific section of the program com- 
menced with Dr. Holbrook presenting Case No. 
4302 (Mr. T. N.), a white male, aged 18, who 
has been depressed and nervous for the past ten 
years because of a dermatologic condition on the 
soles of both feet; at first seen and treated by 
Dr. Howles in 1935. The lesions have grown 
steadily more annoying and Dr. Howles again 
called in consultation, diagnosed the condition as 
hyperkeratosis plantaris and palmaris, possibly of 
fungus origin. The case was discussed by Dr. 
Burke from a dermatologic standpoint who con- 
sidered the prognosis poor regarding a cure. In 
his opinion treatment with x-ray and radium is 
unsatisfactory, best result being obtained by 
softening and paring the excess callous and hyper- 
keratosis. The case was further discussed by Drs. 
Anderson and H. Colomb. 

Next Dr. Otis reported a death, Case No. 4130 
(Mrs M. M.), a white female, aged 53 years, whose 
history and physical examination were one of hy- 
pertension with cardiorenal and arteriosclerotic 
background. The case was discussed by Dr. Dubos 
from a medical standpoint, followed by the au- 
topsy report by Dr. Friedrichs. The postmortem 
findings were consistent with the clinical diagnosis 
on the death certificate with the addition of a very 
large gallbladder filled with 412 cholesterol 
stones of various sizes but which apparently 
caused no symptoms whatsoever. The case was 
further discussed by Dr. Unsworth, which con- 
cluded the scientific program. 
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The Chairman then called for the reading of th« 
minutes of the previous meeting and after due 


motioning and seconding they were adopted as 
read. 

Dr. Otis, as Chairman of the Records Commit- 
tee, next read the reports of the various depart- 
ments, followed by Dr. Friedrichs, Chairman o 
the Library Committee, who announced that there 
was now $1139.00 in the Lewis A. Golden fund 
and that the purchase of a suitable plaque and 
Look plate was under consideration. 

As nominations for officers for the ensuing veal 
were in order, Dr. Connely called upon Dr. Otis, 
Chairman of the Nominating Committee, to make 
his report which was as follows: 

Dr. Charles S. Holbrook, Chairman 

Dr. H. Randolph Unsworth, Vice-Chairman 

Dr. Louis J. Dubos, Secretary. 

Dr. May moved that the nominations be closed 
und the above officers were accordingly elected 
for 1946. 

In conclusion Sister Anne thanked the outgoing 
officers for their cooperation and assistance dur- 
ing the past year and voiced her appreciation of 
their efforts. 

There being no further business the meeting 


was adjourned at 9:50 p. m. followed by the serv- 
ing of refreshments. 
Louis J. Dubos, M. D., 
Secretary. 
CHARITY HOSPITAL 

At a meeting of the Medical Division of the 
Charity Hospital Visiting Staff held on Tuesday, 
January 15, the following program was presented: 
Case report by Dr. Fred Eigenbrod; Leukemoic 
Reaction, discussed by Dr. Edgar Hull. 

STATE BOARD OF HEALTH 

The Louisiana State Board of Health held its 
regular quarterly meeting on Friday, January 11, 
1946 in the office of the President, 203 Civil 
Courts Building, New Orleans, La. 

After disposing of routine matters the President 
presented to the Board amendments to Chapter I 
of the Louisiana State Sanitary Code concerning 
the control of communicable diseases. 

The Board, exercising its authority vested in it 
by Act 142 of 1936 as amended (known as the 
Pure Food and Drug Act), passed the necessary 
1egulations to prohibit the use and sale in Louis- 
iana of any cosmetic or beauty preparation con- 
taining the potent drug estrogenic hormone, any 
of its chemical derivatives, or any synthetic chem- 
ical product possessing properties similar to es- 
trogenic hormone. 

The President told the Board of a survey that he 
had made regarding the Venereal Disease Program 
of the Department of Health, after which a full 
discussion was had on this subject. 








NEW PEDIATRIC JOURNAL 


Medical articles of pediatric interest are almost 
hevyond count. Even the most energetic and 
polylingual reader would find it well-nigh impos- 
sible to seek out and critically evaluate, without 
outside aid, every new contribution in this expan- 
sive specialty. The prime function of the Quar- 
terly Review of Pediatrics is to make it feasible 
for the busy physician to keep abreast of the 
most recent progress in all branches of pediatrics 
with a minimum of time and effort. The Quarter- 
ly Review of Pediatrics serves also as an authori- 
tutive guide to original sources when more de- 
tailed information is desired. 

From a great diversity of national, state and 
-pecial journals in this country and abroad the 
editors select for abstracting, as promptly as pos- 
sible, all articles of significance which deal with 
ihe disease conditions, health, growth, and mental 
welfare, from infancy through adolescence. These 
abstracts are prepared by trained bibliographers, 
mostly physicians. The editors check over ad- 
vance copies of each abstract and add interpretive 
or critical comments whenever thought necessary. 

The Editor-in-Chief is Dr. I. J. Wolman, The 
Childrens Hospital, Philadelphia 46, Penna. 

The sixteen members of the Editorial Board are 
for the most part Professors of Pediatrics at 
prominent medical schools. 


REPORT OF REFERENCE COMMITTEE ON 
LEGISLATION AND PUBLIC RELATIONS 
OF HOUSE OF DELEGATES 


“Your reference committee recommends that 
the House of Delegates express its official dis- 
i.pproval of the fourth proposal of President 
Truman. 

“1. The Wagner-Murray-Dingell bill is founded 
on the false assumption that solution of the medi- 
cul care problem for the American people is the 
panacea for all of the troubles of the needy. 

“2. This is the first step in a plan for general 
socialization not only of the medical profession 
but of all professions, industry, business and labor. 

“3. Positive proof exists from experience in 
other countries that inferior medical service re- 
sults from compulsory health insurance. 

“4. A program such as outlined is enormously 
expensive. It will result in greatly increased 
taxes for the entire population of the United 
States. 

“5. Voluntary prepayment medical plans now 
in operation in many parts of the United States 
and which are rapidly increasing in number will 
uccomplish all the objects of this bill with far less 
expense to the people and under these plans the 
public will receive the highest type of medical 
care. 
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AN EDITORIAL FROM THE “NASHVILLE 
BANNER” 

“There is a splendid timeliness in election of 
Dr. Harrison H. Shoulders to presidency of the 
American Medical Association, for American medi- 
cine is facing the challenge of socialization, and 
Dr. Shoulders has been in the forefront of the 
fight against that hazardous challenge. 


“Leaders in the medical profession know the 
dangers invited by political control of medicine, 
however glibly its advocates dress it in words of 
innocence. As speaker of the AMA’s house of 
delegates, and throughout his service in the Ten- 
sessee Medical Association, as member, secretary, 
and editor, Dr. Shoulders has led an uncompro- 
mising fight for the freedom of medicine from 
such political encumbrance, and he will bring to 
this new assignment the same unswerving defense 
of freedom’s safeguard. 

“Dr. Shoulders will take office next year, but 
the fact doesn’t abate the force of his immediate 
fight, and the American Medical Association’s. 
They have mobilized for it; obviously are recruit- 
ing leadership of maximum stature, and com- 
mand thereby the faith of the American public 
whose welfare is at stake. It is hardly likely that 
thinking American citizens will prefer political 
voices to authoritative, medical voices on a sub- 
ject involving life and health. It is inconceivable 
that thinking citizens will permit subjection of 
MEDICINE to the principles of boondoggling, or 
assign it to the arrogant, untender mercies of 
jsureaucracy. 

“Dr. Shoulders has earned the faith of his vast 

constituency, not only for professional skill, but 
for vision incorporating those standards and prin- 
ciples of medical freedom enabling American 
medicine to forge ahead in a field of science whose 
boundaries must remain beyond the reach of gov- 
ernment dictation. As such a leader, his opinion 
will bear weight with the people. In this fight, 
his service again is to his country, no less than 
when he wore his country’s uniform against an- 
other, external enemy. 
Medical Association is to be 
congratulated for choice of such a leader; Dr. 
Shoulders for the opportunity conferred; the 
country for possession of such leaders for the de- 
iense of principle at home.” 


“The American 


REPRESENTAIVE MILLER PRAISES WORK 
OF MEDICAL SERVICES 


The following statement, given by the Honor- 
able A. L. Miller of Nebraska in the House of 
Representatives, is reprinted from the Con- 
gressional Record: 

“Mr. Speaker, the record of the medical men 
and the medical service in this war is outstanding. 
It has never been equalled by any Army in any 
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war. There were over 570,000 wounded in World 
War II, of whom 360,000 were returned to some 
type of duty. There were some 25,000 or approx- 
imately four per cent who died of wounds. 

“In World War II, only six men in each 10,000 
died of disease each year. This is a lower death 
rate in disease than that of civilians in the same 
age group here in the United States; yet these men 
lived in every part of the world under adverse 
physical and sanitary conditions. In World War 
I, 165 in each 10,000 died each year of disease, 
and these men were serving only in the United 
States and in Europe; the death rate in the Union 
Army in the Civil War was 712 per 10,000. 

“The death rate from pneumonia has been re- 
duced from 24 per cent in World War I to six- 
tenths per cent in this war. The death rate for 
meningitis has been reduced to four per cent in 
this war as compared to 34 per cent in World 
War 1. 

“T am sure, Mr. Speaker, that the Congress and 
the country can look with considerable pride upon 
this fine record of the medical service. There is 
no record in civil life or elsewhere to compare 
with this, and certainly a good job has been done 
in preventive medicine, as well as in the treat- 
ment of disease.” 


HEALTH IN NEW ORLEANS 


The Bureau of the Census, Department of Com- 
merce, reported for the week ending December & 
in the City of New Orleans there was a total of 
157 deaths as contrasted with 124 in the previous 
week. One hundred and ten of these occurred in 
the white population, 47 in the non-white, and of 
these 12 deaths were in children under one year 
of age. The following week was a particularly 
unhealthy and fatal week for New Orleanians. 
There was a big jump in the number of deaths 
which were well above the three year average. In 
this week 180 people died in the city, 124 white, 
56 colored, with 15 infant deaths divided between 
the two races. For the week which came to a 
close December 22 the total number of deaths was 
reduced by 36, principally due to the fact there 
were many fewer deaths in the white population 
and only a very small number of infant deaths. 
The last week in the year which ended December 
29 showed a considerable increase in the number 
of deaths, with 179 people dying in New Orleans 
and again most of these were in the white popu- 
lation, 125 of whom succumbed. Twelve of the 
deaths were in children under one year of age. 
The death rate was still high in New Orleans in 
the week which started the new year, there being 
186 people dying, 130 of whom were white and 56 
colored, with 16 of the total being in small chil- 
dren. The three year average for the correspond- 
ing week showed only 154 people usually dying 
in this particular week. 
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INFECTIOUS DISEASES IN LOUISIANA 


In the weekly morbidity report for the State of 
Louisiana for the week which ended December 1 
there were incorporated the venereal disease sta- 
In this month 
1192 of 
syphilis, 21 of chancroid, 18 of granuloma ingui- 
nale About 
half of the gonorrhea cases were reported from 
military sources but only 76 of the patients with 
syphilis. 


tistics for the month of November. 


there were 1358 cases of gonorrhea, 


and 16 of lymphopathia venereum. 


The other diseases which are reported 
weekly and which occur in numbers greater than 
i0 include 173 cases of unclassified pneumonia, 
151 of cancer, 161 of hookworm infestation, 67 
of septic sore throat, 36 of rheumatic fever, 27 of 
pulmonary tuberculosis, 26 of pneumococcic pneu- 
monia, 19 of diphtheria, 16 of chickenpox, 15 of 
searlet fever, 14 of influenza, 12 of amebiasis, 
There were also reported 
four cases of poliomyelitis scattered throughout 
the state and four of typhus fever. Altogether 
this week was a remarkable week in the large 
number and great variety of cases reported to the 
State Board of Health. 
unclassified 


and 10 of erysipelas. 


It is very interesting that 
pneumonia was reported in such a 
large number, a disease which was not known five 
years ago. 

For the week which closed December 8, influ- 
enza led reportable diseases with 50 cases, fol- 
lowed by 39 of scarlet fever, 30 of pulmonary 
tuberculosis, 20 of diphtheria, 19 of hookworm 
infestation, 14 of malaria, 12 of septic sore throat 
and 10 each of measles, typhus fever and un- 
classified pneumonia. There were reported five 
cases of poliomyelitis; the typhus fever cases were 
scattered over the state except that Orleans Parish 
reported four; the malaria patients came almost 
entirely from Jackson Parish. 

For the week which ended December 15, influ- 
enza led reportable diseases with 47 cases, fol- 
lowed by 22 each of scarlet fever and diphtheria, 
20 of hookworm infestation, 16 of typhus fever, 
13 of pulmonary tuberculosis and 11 of unclassi- 
fied pneumonia. It is interesting to comment upon 
the large number of cases of poliomyelitis reported 
at this time of For this particular week 
seven parishes reported a total of eight cases. Of 
the typhus fever cases five were listed from the 
City of New Orleans. So far this year there have 
been 394 cases of typhus fever as contrasted with 
160 of typhoid fever. 


year. 


The week ending December 22 was a remark- 
ably healthy week, there being only three diseases 
recorded in numbers greater than 10, these being 
influenza with 44 cases, scarlet fever with 12 and 
pulmonary tuberculosis with 36. Not a single case 
of poliomyelitis was reported this week but there 
were seven cases of typhus fever. 
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TEN SECTIONAL MEETINGS ANNOUNCED By 
AMERICAN COLLEGE OF SURGEONS 


The American College of Surgeons announces 
the resumption in 1946 of its Sectional Meetings, 
which during the war were replaced by one-day 
War Sessions. Ten two-day meetings are planned, 
to begin in Minneapolis, with headquarters at the 
Radisson Hotel, on January 28 and 29. The 
second meeting will be held in Hotel Jefferson, 
St. Louis, January 31 and February 1; the third 
in the Tutwiler Hotel, Birmingham, February 8 
and 9; the fourth in William Penn Hotel, Pitts- 
burgh, March 11 and 12; the fifth in the Statler 
Hotel, Boston, March 18 and 19; the sixth in Mt. 
Royal Hotel, Montreal, March 22 and 23; the 
seventh in the Statler Hotel, Detroit, March 26 
and 27; the eighth in the Utah Hotel, Salt Lake 
City, April 8 and 9; the ninth in the Multnomah 
Hotel, Portland, Oregon, April 12 and 13, and the 
last in the Biltmore Hotel, Los Angeles, April 17 
and 18. 

The medical profession at large, medical stu- 
dents, and hospital executives, are invited to join 
with the Fellows of the College in these meetings. 
The invitation has been extended to the entire 
medical and hospital profession because only local 
meetings of medical groups have been held during 
the past three or four years and the College recog- 
nizes the need for disseminating information about 
new methods and therapies through larger meet- 
ings addressed by nationally prominent speakers. 


NATIONAL SOCIAL HYGIENE DAY 


Throughout the country, national, state and lo- 
cal, civic, health and welfare groups will partici- 
pate in this event on February 6, by holding con- 
ferences, meetings and discussions on the preven- 
tion of venereal diseases, promiscuity and prosti- 
tution during the months and years ahead. 

Experience following the last war leads us to 
fear that there may be a great increase in the 
prevalence of the venereal diseases during the 
postwar years. The growth of public apathy to 
this problem can only be offset by information, 
¢ducation and publicity. 

Your contribution toward National Social Hy- 
giene Day will be greatly appreciated and will 
form an important part in the program for Better 
Health—Better Homes—Better Communities. 


A physician is needed in Bonita, Louisiana. For 
further information communicate with Mr. Arthur 
Baggett, Baggett’s Pharmacy, Bonita. 


UROLOGY AWARD 
The American Urological Association offers an 
ennual award ‘not to exceed $500’ for an essay 
(or essays) on the result of some specific clinical 
or laboratory research in urology. The amount 
of the prize is based on the merits of the work 
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presented, and if the Committee on Scientific Re- 
search deem none of the offerings worthy, no 
award will be made. Competitors shall be limited 
to residents in urology in recognized hospitals and 
to urologists who have been in such specific prac- 
tice for not more than five years. All interested 
should write the Secretary, Dr. Thomas D. Moore, 
§99 Madison Ave., Memphis, Tenn. 


H. W. E. WALTHER 
1888 - 1946 


A former editor of the New Orleans Medical 
and Surgical Journal and one of the best known 
urologists of the South died on January 6 at the 
Baptist Hospital in New Orleans. Dr. Walther’s 
connection with the Journal was from 1923 to 
1927. During his editorship the Journal was ma- 
terially altered in size and in format. 
relative small pamphlet it 
present size. 


From a 
enlarged to its 
The growth of his urologic practice 
compelled Dr. Walther to relinquish his editorial 
duties which he had carried on most successfully. 
In his special field, urology, Dr. Walther was na- 
tionally known. He was honored by election to 
the American Urological Association and was a 
member of the American Board of Urologists. At 
various times he was connected with the depart- 


was 


ments of urology at the Tulane Medical School 
and at the Louisiana State Medical School where 
he held professional rank. Dr. Walther was an ac- 
tive participant in the affairs of organized medi- 
cine. In 1917-18 he was treasurer of the Or- 
leans Parish Medical Society. From 1930 to 1936 
he was a member of the House of Delegates of 
the American Medical Association. At the time 
of his death he was president of the New Orleans 
Graduate Medical Assembly. A man of charm 
and of a delightful personality, Dr. 
Walther’s death was a blow to his innumerable 
friends and patients. He will be greatly missed. 


vigorous 


J. O. ST. DIZIER 
1880 - 1946 

Dr. St. Dizier met a tragic death on January 17. 
On the way to attend the wedding of his daughter 
the car in which he was driving with Mrs. St. 
Dizier and his two daughters was struck by a train. 
Both he and his wife died almost immediately and 
the daughters were severely injured. Dr. St. 
Dizier was a graduate of Tulane Medical School 
and had practiced in West Baton Rouge Parish 
for about 40 years. The respect with which he 
was held in his home parish was shown in 1944 
when he was elected coroner of the parish. 
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Neuropathology: By Arthur Weil, 

New York, Grune & Stratton, 1945. pp. 
2d ed. rev. & 

After a decade of 
edition of Dr. Weil’s 
enlarged to include data on 
in neuropathology. 


enl. 


great usefulness, the first 
book has been revised and 
the latest advances 
Such newer knowledge derives 
especially from a better understanding of the vita- 
min deficiencies, discovery of the sulfonamides and 
their contribution to the therapy of meningitis, 
effects of different types of shock treatment and 
the pathology of experimental tumors of nervous 
tissues. 

Neuropathology received its most valuable stim- 
uli from work done in the German medical schools. 
With the increasing appreciation of neurology as 
an entity, in the medical schools of the United 
States, the need for textbooks in the English lan- 
guage on the fundamentals of neurology has great- 
ly increased. 

This volume has been designed to furnish a 
review of the present status of the field of neuro- 
pathology and contains numerous facts which have 
been scattered through a vast literature. It should 
enable the student to obtain a better understand- 
ing of the reactions of the nervous system in 
disease to clarify his clinical work and it should 
serve to help the neurologist to recall data and 


direct his attention to many unsolved 


in the etiology of nervous diseases. 


problems 


A unique merit of this publication is its manner 
of combining the technical viewpoints of the path- 
ologic laboratory with the 
look of the clinic. 


broader biologic out- 


C. P.. May, M. BD. 


Bacillary Dysentery, Colitis and Enteritis: By 


Joseph Felsen, A.B., M.D. 

Saunders Co., 1945. pp. 618, pl. illus. Price $6. 

In a timely, well-appointed 51l-page volume, 
augmented by a 95-page bibliography, Joseph Fel- 
sen has condensed the literature on the subject and 
added his own editorial and clinical opinion. It is 
remarkable that an entity commonly considered 
at least a tropical disease be so extensively written 
upon by one whose studies the 
Bronx Hospital, New York. 

The first section is dedicated to acute bacillary 
dysentery and in this 289-page well-organized pres- 
entation complete coverage itself in nine major 
military campaigns of the past and in our present 
strife, together with elaborate statistical evalua- 
tion of morbidity and mortality is indeed well pre- 
pared. Justification for more thorough and sincere 
consideration being given bacillary dysentery is 
evidenced in the author’s demonstration that bacil- 
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lary dysentery is increasing in incidence con- 
trasted with diminishing occurrence of the other 
enteric fevers and an essentially unchanged degree 
of amebiases. 

Epidemiology with evaluation of all contributing 
factors is stressed in minute detail. An excellent 
treatise of the clinical aspects follows. The bac- 
teriology, pathology have 
given unusually thorough coverage for 
of presentation equalling clinicopathol- 
research. 


serologic aspects, and 


each been 
this 


ogical 


type 


In therapeusis one finds a well edited review. 
The this first section of the 
volume praiseworthy in every The ar- 


reviewer finds 
respect, 
is excellent, the thoroughness is 


rangement me- 


ticulous, the completeness is so presented as not 
to be burdensome, 

The section dedicated to chronic bacillary dysen- 
tery is distressingly opinionated. The only con- 
servatism is an evaluation of therapeutic results. 
Dissertation of length on ingestion oxygenation, 
Fortabex, “obtainable at Park-Van- 
derbilt Pharmacy, 64 East 34th Street, New York, 
ee 
polyvitamine 


advocation of 


(no zone number mentioned) a not unusual 
preparation without indication for 
selecting this trade preparation, all detract from 
a volume which could have attained medical em- 
inence, 

GoRDON McHarpy, M. D. 


Law In Medical and Dental Practice: By Jack 
Neal Lott, Jr., and Robert Hanes Gray.  Chi- 
cago, Foundation Press, Inc., 1942. Price $4.75. 
The regulation of individual conduct has been 

a necessary by-product of all organized society and 
the supervision of activity and the adjustment of 
differences have always been a part of community 
life, and public concern has resulted in peculiar 
rules imposed upon physicians and dentists and 
the formulation of regulations which tend to pre- 
vent injuries resulting from unskilled conduct. 

This work presents a synopsis of remedial and 
preventive measures and briefly reviews various 
phases of laws governing the practice of medicine 
and dentistry. 

In collecting the data presented in this volume 
efforts have been made to secure cases and law 
review notes which may be understood by those 
not having a background in law. However, the 
authors state “The definition of law involves a 
problem concerning which jurists and legal scholars 
have not agreed.” 

Doctors are no better off, when trying to un- 
derstand law, than lawyers are in attempting to 


comprehend medicine. Perhaps two great diffi- 


Book Reviews 


culties lie in the fact that the lawyer is chiefly 
concerned with the act a person commits and js 
too proud to believe that body and mind are 
separate. The doctor is primarily interested in 
the kind of individual who perpetrates an act 
and knows that the mind and body are inseparable 
and an individual must be considered as a whole, 
And he believes in the Tennysonian principle “I 
am a part of all that I have met.” 

While this treatise may, at first glance, appear 
to be somber, fact-bound and lacking in imagina- 
tion, it is a profound, penetrating analysis of its 
subjects by two distinguished authors and teach- 
ers of law. 

C. P. May, M. D. 


Refraction of the Eye: By Cowan Alfred, M. D. 
2nd Edition, Philadelphia, Lee & Febiger, 1945. 
pp. 278. Price $4.75. 

The second edition of this excellent volume is 
a valuable addition to current ophthalmic litera- 
ture. It will probably be extensively used as a 
text book in the better schools of postgraduate 
ophthalmology. Following a detailed table of con- 
tents, reflection and refraction of plane and spheric 
surfaces is explained in detail with simplified op- 
tical formulae. Then follow four chapters on 
which in detail present the optical prin- 
ciples involved in the several types of lenses and 
their neutralization. The subsequent chapters are 
devoted to pertinent subjects of importance such 
as: the schematic eye; aberrations of the eye; ac- 
commodation, ametropia and testing methods. Both 
the bibliography and the alphabetical index are 
exceptionally complete for this book of less than 
three hundred pages, with its one hundred and 
eighty illustrations. Illustrative problems and 
their solution materially help the average reader 
understand the optical formulae presented. In the 
next issue, the advisability of more illustrative 
problems should be considered as well as a sim- 
plified explanation of the vertimeter, and other 
frequently used ophthalmic instruments directly 
associated with the refraction of the eye. Con- 
gratulations to the author for a difficult job well 
done! 
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